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ONLY HIGH STEAM TEMPERATURES can bring out these distinctive markings on “SCOTCH” Hospital Autoclave Tape No. 222. 


YOU’RE ALWAYS SURE... 


with “SCOTCH” Hospital Autoclave Tape No. 222 


LEAVES NO STAINS or gummy resi- 
due! “ScotcH” Hospital Auto- 
clave Tape No. 222 is the only 
tape that holds firmly in high 
steam temperatures, yet peels off 
neatly without discoloring linens. 
It seals packs in half the time re- 
quired for pinning, tying or tuck- 
ing, takes pencil or ink markings. 


4, 
The term “'Scotcn” is a registered trademark of Minnesota Mining and Manufacturing Company, St. Paul 6, Minn. Export Sales Office: 


99 Park Ave., New York 16, N. Y. In Canada: 


NO CHANCE OF ACCIDENTAL ACTIVATION of this 
tape — radiator heat or sunlight doesn’t affect the special inks 
used in “ScotcH” Hospital Autoclave Tape No. 222. It takes the 
sustained high steam temperatures of the autoclave to make those 
distinctive diagonal markings visible-— and you can see them 
clear across the room! This is not positive proof of sterility, of 
course — nothing on the outside of a bundle can prove that. 


See your surgical supply dealer now for “ScotcH” Hospital 
Autoclave Tape No. 222 and new tape-saving dispensers! 
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OUR COVER 


This month is marked by capping ceremonies all over the Country. 
With this number HOSPITAL MANAGEMENT wishes to salute all 
new nurses who have been capped. 











Small Hospitals’ Clinic 


Tissue Book For 
Medical Records 


By Sister M. Isidore, R.S.M. 


= Pages are arranged in a loose 
leaf note book alphabetically for 
each surgeon, more pages are added 
as needed. Doctors and patients 
names are used here at the request 
of the medical staff. 


All tissues are entered daily in 
the surgical department with pre- 
and-postoperative diagnosis, and as 
the tissues must be sent out to a 
pathologist, the space for pathologic 
diagnosis is filled in later when the 
tissue repert is returned to the 
hospital. 


The hospital receives three copies 
of the pathologist’s report, the orig- 
inal copy is placed on the patients 
chart, one carbon copy with the 
tissue slide is coded and filed in 
the laboratory, one copy is given 
to the surgeon for his office. The 
tissue book is completed from one 


Sister M. Isidore, R.S.M. is Medical Record 
Librarian at Mercy Hospital, Devils Lake, 
North Dakota. 


Tissu—E ComMITTEE REGISTER 


Type Operation Preoperaty 





of these copies. 

The tissue committee then uses 
this book together with the pa- 
tients chart to study and evaluate 
each case entered. 

This form was devised by the 
Record Librarian and Medical Staff 
to simplify the monthly evaluatign 
of the tissue committee. On these 
forms surgeons names are used, in- 
stead of code numbers, and ar- 
ranged alphabetically. Patients 
names are used in intering tissues 
from day to day. This record to- 
gether with the patients chart is 
used by the tissue committee for 
the monthly evaluation of the tis- 
sues examined the previous month. 
The written report presented to the 
executive committee at the month- 
ly meeting uses code numbers in- 
stead of patients and _ doctors 
names. s 
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New Booklet Uses Unique 
Communications Technique to 
Get Across Facts About Doctors 


= “WHAT EVERYONE SHOULD KNOW 
ABOUT DOCTORS” is a new 16-page 
booklet that uses a new picture- 
and-word scriptographic technique 
to present basic facts about doctors. 
It is designed for lay distribution 
through employee reading racks, 
mailings by large industrial and in- 
surance firms and other means. 

This is a new approach to a con- 
tinuing health problem — how to 
get people to understand the im- 
portance of physical check-ups. 
Many of the public are not aware 
of the need, and others are afraid 
of what they'll find. On both counts, 
more knowledge is needed. 

“What Everyone Should Know 
About Doctors” takes a basic first 
step in providing that knowledge 
by using its fast-communication 
scriptographic technique to drive 
home some basic points. Combin- 
ing descriptive line drawings with 
simple language that make it in- 
viting to read and easy to under- 
stand, this little booklet points out 
that the medical profession has al- 
ready increased the average life 
span by 20 years, lists the steps to 
a medical education, tells what’s in 
the average doctor’s bag, urges reg- 
ular physicals, describes the various 
medical specialties, and otherwise 
contributes to better public under- 
standing of the doctor’s role, what’s 
behind it, and how much it contrib- 
utes to the common weal. All in 
16 pages. 

“What Everyone Should Know 
About Doctors” is published by the 
Channing L. Bete Company, Inc., 
Greenfield, Massachusetts. Individ- 
ual copies are available at 15c each. 
In bulk, they are considerably 
cheaper. * 


Announcement of New Publication 


® REPORT OF THE International 
Commission on Radiological Units 
and Measurements (ICRU), 1956, 
National Bureau of Standards 
Handbook 62, issued April 10, 1957, 
48 pages, 40 cents. (Order from Su- 
perintendent of Documents, U. S. 
Government Printing Office, Wash- 
ington 25, D. C.) 

This publication covers the rec- 
ommendations of the International 
Commission on Radiological Units 
and Measurements (ICRU) as 
agreed upon at its meetings in 
Geneva in April 1956, and replaces 
its earlier report issued in 1953. The 
new report includes an extensive 
amount of basic information neces- 
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sary to make radiation dose meas- 
urements in energy units (rads), 
and to convert data expressed in 
roentgens to the equivalent in 
energy units. It is anticipated that 
translations of this report will be 
made into other languages. 

The first of the four chapters into 
which the Handbook is divided con- 
tains an enlarged discussion on 
radiological quantities, units, and 
symbols. This includes some per- 
tinent considerations with regard 
to the parameters involved in the 
various definitions. There is also a 
discussion of the problem of dosi- 
metry accuracy in X- and gamma- 
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You check oxygen 
concentration quickly with... 


NEW O.E.M. 
ELECTRONIC 
OXYGEN 
ANALYZER 


...for critical and routine oxygen 
tests in tents, hoods, incubators. 


ony $122.50 





ray therapy. 

Chapter IV also lists the primary 
standards, X-ray standards, and 
radioactivity standards available in 
various countries and laboratories, 
as well as an extensive bibliography 
covering much of the subject matter 
contained in the report. A suggested 
outline of an international treat- 
ment summary form is given in one 
of the appendices. 


(NOTE: Foreign remittances must 
be in U. S. exchange and should in- 
clude an additional one-fourth of 


the publication price to cover mail- 
ing costs.) 


“GOOD 
OXYGEN THERAPY 
DEMANDS 


»\ CONSTANT 


, CHECKING” 


Write for details today 


0.E.M. CORPORATION - EAST NORWALK, CONN. 


Better Products for Better Oxygen Therapy 


For more information, use postcard on page 109 





NEW INTRAMUSCULAR IRON PROVIDES 
PRECISION THERAPY, PROMPT RESPONSE 


IMFERON,® the new intramuscular iron-dextran com- 
plex, was introduced to American hematologists at the 
Sixth International Congress of the International 
Society of Hematology held in Boston, August 27 to 
September 1, 1956. Recent experience from over 6 
million injections has shown that this iron preparation 
is easy to administer, notably free from toxic effects, 
quickly absorbed and productive of rapid hemato- 
logic and clinical improvement. It has been termed 
“...the only therapeutically effective iron preparation 
for intramuscular use....” 


IMFERON meets the need for a safe, effective agent 
when parenteral iron is preferable for patients with 
iron deficiency anemia who are resistant or intolerant 
to oral iron, those with depleted iron reserves and 
those who require rapid restoration of hemoglobin, 
e.g., last trimester of pregnancy. 

Previous parenteral iron preparations were unsatis- 
factory because of toxicity, pain on injection, or 
because they contained insufficient iron. IMFERON 
contains the equivalent of 5 per cent elemental iron. 
It is more stable than iron saccharate both in vitro and 
in vivo and does not precipitate in plasma over a wide 
PH range. It is isotonic with tissue fluids and has a pH 
of 5.2 to 6.0. Utilization for hemoglobin formation is 
almost quantitative. 


Precision Therapy with IMFERON: Before treating a 
patient with IMFERON, total iron requirement is calcu- 
lated by formula or determined from a convenient 
dosage chart. Then appropriate amounts of IMFERON 
are injected daily or every other day, until the total 
calculated required amount is given. 

Iron Deficiency Anemia of Infancy: IMFERON provides 
a convenient safe means for restoring hemoglobin 
levels and iron reserves in anemic infants. Excellent 
results were obtained by Gaisford and Jennison* with 
IMFERON in 100 iron-deficient infants. From a pretreat- 
ment average of 54.5 per cent, hemoglobin levels rose 
to 87 per cent 10 weeks after the start of therapy. 


References: (1) Brown, E. B., and Moore, C. V., in Tocantins, 
L. M.: Progress in Hematology, New York, Grune & Stratton, Inc., 
1956, vol. I, p. 25. (2) Gaisford, W., and Jennison, R. F.: Brit. M. J. 
2:700 (Sept. 17) 1955. (3) Wallerstein, R. O.: J. Pediat. 49:173, 
1956. (4) Sturgeon, P.: Pediatrics 18:267, 1956. (5) Jennison, R. F., 
and Ellis, H. R.: Lancet 2:1245 (Dec. 18) 1954. (6) Scott, J. M., and 
Govan, A. D. T.: Brit. M. J. 2:1257 (Nov. 27) 1954. (7) Grunberg, 


Clinical improvement paralleled this response. 
Premature infants and surgical cases were similarly 
benefited. IMFERON gave “...all the advantages of 
transfusion or intravenous therapy without the dis- 
advantages.” There were no side effects in any of the 
infants treated. Wallerstein’ confirmed these results, 
furnishing evidence that IMFERON is well absorbed 
and appears in the bone marrow 12 to 24 hours after 
injection. Results are equal to those with intravenous 
saccharated iron oxide without the unpleasant side 
effects. Sturgeon‘ showed that the first year’s iron 
requirements in infancy can be supplied with three 
injections of IMFERON. 


Iron Deficiency Anemia of Pregnancy: Nausea pre- 
cludes oral iron therapy in many anemic pregnant 
women. In those with severe anemia who are first 
seen late in pregnancy, prompt hemoglobin regenera- 
tion is unobtainable with oral iron. IMFERON pro- 
duced prompt hemoglobin responses in anemia of 
pregnancy,’® the results being similar to those 
obtained with intravenous saccharated iron oxide. 
Side effects were virtually absent with IMFERON.”’ 


Resistant Hypochromic Anemia: Patients who do not 
respond to oral iron, those who cannot take oral iron 
and those with gastrointestinal pathology respond well 
to injections of IMFERON.’” While oral iron is of little 
value in treating the anemia of rheumatoid arthritis, 
IMFERON is “...as beneficial as intravenous iron. and 
easier to administer.” 


Present Studies: Published reports and recent findings 
of clinical investigators confirm the effectiveness and 
safety of IMFERON for hemoglobin regeneration and 
creation of iron stores. More than 70 studies are now 
being completed in the United States. Reports stress 
prompt hemoglobin response, ease of administration 
and freedom from side effects. Clinicians desiring addi- 
tional information should request Brochure No. NDA 
17, IMFERON, Lakeside Laboratories, Inc., Milwaukee 
1, Wisconsin. 


A., and Blair, J. L.: A.M.A. Arch. Int. Med. 96:731, 1955. (8) Mil- 
lard, J. B., and Barber, H. S.: Ann. Rheumat. Dis. 15:51, 1956. 
(9) Baird, I. M., and Podmore, D. A.: Lancet 2:942 (Nov. 6) 1954. 
(10) Cappell, D. F; Hutchinson, H. E.; Hendry, E. B., and Conway, 
H.: Brit. M. J. 2:1255 (Nov. 27) 1954. (11) Stevens, A. R.: A.M.A. 
Arch. Int. Med. 96:550, 1956. 


IMFERON® 1S DISTRIBUTED BY LAKESIDE LABORATORIES, INC., UNDER LICENSE FROM 
BENGER LABORATORIES, LTD. AVAILABLE IN 2-CC. AND S-CC. AMPULS THROUGH YOUR 
REGULAR SUPPLIERS. 


LAKESIDE 


For more information, use postcard on page 109 HOSPITAL MANAGEMENT JUL 
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unique derivative of Rauwolfia canescens 


Harmonyl 


(Deserpidine, Abbott) 












More than two years of clinical evaluation 
have proven Harmony] a notably safe and effec- 
tive agent in cases ranging from mild anxiety to 
major mental illnesses and in hypertension. Har- 
mony] exhibited significantly fewer and milder 
side effects in comparative studies with reserpine 
—while demonstrating effectiveness comparable 
to the most potent forms of rauwolfia. 


Safety—plus marked clinical 
effectiveness 
Harmony] proved particularly effective, for ex- 
ample, in tranquilizing a group of 40 chronically 
ill, agitated senile patients.’ 


Of particular interest is the observation that pa- 
tients became more lucid and alert on Harmonyl 
therapy. And there was a complete absence of 
side effects with Harmonyl—although a similar 
group on reserpine developed such side effects as 
anorexia, headache, bizarre dreams, shakes, nau- 
sea and vomiting. 


Following another eight-month study of chronic, 
hospitalized mental patients, Ferguson’ stated: 


e Harmony] benefited at least 15% more over- 
active patients and proved more potent in con- 


707185 


For more information, use postcard on page 109 


introduces a new degree of safety in 
major tranquilizing—antihypertensive 
therapy 


Most significant: In extensive trials, 
Harmonyl has produced less mental and 
physical depression. And there are very 
few reports of the lethargy seen with 
many other rauwolfia preparations. 


trolling aggression—requiring only one-half to 
two-thirds the dosage of reserpine. 


e Patients experiencing side reactions on reser- 
pine often were completely relieved when 
changed to Harmony]l. 


Ferguson concluded: ‘““The most notable impres- 
sions were the absence of side effects and rela- 
tively rapid onset of action with Harmonyl.” 


Comparative studies have shown Harmony] and 
reserpine about equal in hypotensive effect. The 
tranquilizing action of the two drugs also appear- 
ed similar—except that few cases of giddiness, 
vertigo, sense of detached existence or disturbed 
sleep were seen with Harmonyl. 


Professional literature with complete informa- 
tion is available upon request. Harmony] is sup- 


plied in 0.1-mg., 0.25- OB Gott 


mg., and 1-mg. tablets. 

References: 1. Communication to Abbott Laboratories, 1956. 
2. Ferguson, J. T.: Comparison of Reserpine and Harmony] in 
Psychiatric Patients: A Preliminary Report, Journal Lancet, 
76:389, December 1956. *Trademark 
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\SERIES 2000” Kinet-o-meter® 


; for greater ease in attaining anesthesia 
Let a 
ERD 
1 Ohio Chemical believes it the duty of the medigif, . o 
\ supplier to match increasing knowledge of anestheg _ | 
| with the finest tools for its use. To this end, Ol™@N°-' 
Chemical proudly presents the “Series 2000” Kinetame 11 
\ meter. Te ar 
\ Especially noteworthy are the following advs d 0 
| tages of this new model. f - 
| THE “VERNI-TROL"’ VAPORIZER ‘2 Y 
This new vaporizing system produces consisteni@or b: 
\ high concentrations of ether vapor over long peridfifedie | 
| of time. Separate needle valves and flowmeters paga’/al 
| mit reproducible metering of oxygen through ethawi RA 
A special device circulates the liquid ether to fac 
\ tate absorption of heat from the surrounding ar 
| This replaces heat lost through vaporization. 
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erof the hospital 


RCUIT CONTROL VALVE 
e circuit control valve permits quick change of the 
L | RNI-TROL” from “Ether On” to “Ether Off.” 
ei and outlet valves give a positive seal when 
WERNI-TROL” is off. Opening oxygen flush valve 
medigi ;- off ether flow. 


id, OWMNG-SCALE FLOWMETERS 

Kinetfpe 11-inch hand-calibrated flowmeters are easily 
bd. and their exceptional accuracy eliminates the 
d for “leveling devices.” Two separate flowmeters 
h (high and low range) for oxygen, nitrous oxide 
d ether, provide an ample range for all techniques. 
rge visible floats are easily read against brilliant 
or background identifying the gases. A separate 
dle valve is provided for each flowmeter. Models 
‘lable with long-scale flowmeters only — less 
ERNI-TROL” vaporizer. 


HER ADVANTAGES 

addition, the “Series 2000” Kinet-o-meter retains 
p “proved-in-use” features of the “Series 1000” 
met-o-meter. All compatible accessories are avail- 
e plus two new ones: 

B-D Mercury Column Type Blood Pressure 
Manometer Kit, complete with cuff, bulb, tub- 
ing, bladder and bracket 


A full-width handle for mounting on front or 
rear of cabinet 


talog 4756 offers additional information, and our 
resentative will be glad to call at your request to 
plain why the “Series 2000” Cabinet Kinet-o-meter 
he ultimate in design and performance in an anes- 
psia machine. 


<i> PRODUCTS 


MEDICAL GASES © THERAPY OXYGEN 
CENTRAL PIPELINE SYSTEMS 
ANESTHESIA AND ANALGESIA APPARATUS 
OXYGEN THERAPY AND RESUSCITATION EQUIPMENT 
ERIL-BRITE FURNITURE © SURGICAL SUTURES AND NEEDLES 
STILLE SURGICAL INSTRUMENTS 
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Okto Chemical 


ns 


MADISON 10, WISCONSIN 


the ‘rontiers of progress you'll find An Air Reduction Product . . Ohio: Medical Gases and hospital equipment * Aitce: Industrial gases, welding and cutting equipment, and acetylenic 
f emicuis © Purece: Carbon.dioxide, tiquid,solid (‘‘Dry-ice’’) * National Carbide: Pipeline acetylene and calcium carbide + Colton Chemical: Polyvinyl acetates, alcohols and other resins. 
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OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 


team ! 


AIDS FOR 
ANESTHESIA 


WOODHULL 
ADAPTER 


The Woodhull Adapter (available in both 11 mm. 
and 15 mm. connections) allows coupling intra- 
tracheal catheter to gas machines at variable an- 
gles. The universal ball joint eliminates sharp angu- 
lar turns, and reduces air turbulence. The added 
freedom of movement of the Woodhull Adapter 
makes it desirable in neurosurgery. 


JACKSON TRACHEOTOMY TUBE 


This silver tube with standard 11 mm. tapered out- 
let permits connection to standard anesthesia in- 
tratracheal fittings. This allows easier administra- 
tion of anesthesia to patients who have under- 
gone tracheotomy. Both tube and fittings can be 
used with a minimum of clearance. A lightweight 
elbow can be easily removed for suctioning. Out- 
side diameter of la ranges in eight sizes from 
4 mm. to 12 mm. For more details, request Catalog 
No. 4727. 


ESOPHAGEAL STETHOSCOPE 


The Ohio Chemical stethoscope receives more audi- 
ble heart and respiration sounds as the transducer 
is placed in the phagus. C ting tubing con- 
tains a Luer-Lok union. Complete kit includes an 
acoustical transducer, connecting tubing and a self- 
retaining ear piece. For more details, request Cata- 
log No. 4757. 


INHALER “Y” 


The “Y" is of durable, lightweight die- 
cast aluminum. With the 90° (15 mm.) 
mask elbow, the anesthesiologist or 
anesthetist quickly can switch from the 
mask to either the oral or nasal cathe- 
ter. It can be had with or without an 
exhalation valve, and in both the 11 
mm. and 15 mm. catheter connector 
slip-joint fittings. For additional infor- 
mation, please request Form 4757. 


S-C-R-A-M” MASK 


The SCRAM mask can be shaped to fit any facial 
contour. The malleable ring and plastic cushion can 
be formed to fit comfortably with a minimum of 
dead space. Molecular structure of rubber com- 
pound furnishes needed conductivity. Available in 
small, medium and large sizes. For more details, 
request Catalog 4689. 








‘Service is Ohio Chemical’s Most Important Commodity” 


Ohio Chemical Pacific Company, Berkeley 10, Calif. 





Ohio Chemical Canada Ltd., Toronto 2 
Airco Company International, New York 17 
Cia, Cubafia de Oxigeno, Havana 


(All Divisions or Subsidiaries of 
Air Reduction Company, Incorporated) 





For more information, use postcard on page 109 
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= There is a wide variation in methods of han- 
dling linen costs in our hospitals. Last month, 
“How’s Business” asked participants how they 
handled this type of accounting. 

More than one-half of our sample, (52 percent) 
reported that the cost is charged directly to ex- 
pense at the time of purchase. 

Forty-seven percent reported that linen pur- 
chases are charged into a stores account when 
purchased and charged to expense when issued. 

The remainder (one percent) had some other 
method. 

The majority practice seemed to be followed 
more in the smaller hospitals. & 
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‘LACTA’ Pads by SEAMLESS—reduce cost of caring for excess eimai lactation. Save on ‘ies 

. . eliminate expensive hospital improvised pads. . . reduce demands on nursing staff . . .encour- 
age self care. Comfortable, anatomical shape reduces pressure that causes cracked and retracted 
nipples, assuring high physician and patient acceptance. In boxes of one dozen, 24 boxes to the case. 





Two 


SPONGES ©. 
axa? 


Prosittiais ‘POST-OP’ Sponges by SEAMLESS—' POST-OP’s 

are ready for the autoclave as received. chase price 
is “in use” ye ‘POST-OP’s reduce wastage and eliminate 
re-processin, f unused OP Ste from opened bundles. 
Packed two es 4" ‘POST-O ponges per sealed envelope, 
six hundred envelopes per case 


‘*PRO-CAP’ Adhesive Tape by SEAMLESS — lowers costs 
two ways. ‘PRO-CAP’ causes less skin irritation, itching and 
maceration. ‘Tape stays on longer—fewer changes save tape 
and nurse’s time. Note ‘CUT-RAK’ exclusive dispenser for 
‘PRO-CAP’ rolls. A real timesaver in emergency room, 
clinics, operating rooms and wards. 


*PRO-CAP’, ‘LACTA’ and ‘POST-OP’ are the trademarks of the Seamless Rubber Company. 





SURGICAL DRESSINGS DIVISION 





THE SEAMLESS RUBBER COMPANY 
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‘NEW HAVEN 3, CONN., U.S.A. 


For more information, use postcard on page 109 13 





Easy rolling Colson Mop Truck 


speeds up cleaning efficiency. ~. 


K fron ‘Ol ehcmre tore! 
n & Ison Mikey) ALL-PURPOSE 
: PLATFORM TRUCK 
No. 10-6241 
For quick, easy deliveries 


10n Ssitient, easy- 
wheels and casters 
del to efficiently 
} requirements of any 
ry of Ler = am Oxo) Yo) am L0) ©) 


> with tank 


floor 

are avaliable 
apacities as small as 8% gallons 
is !arge as 60 gallons. All joints 
welded and soldered absolutely 


Tank bottoms slope 
p-proof drain valves " 
LINEN SERVICE 
TRUCK 


VF beste drepant 
toward dr 
No. 6571Large capacity permits every- 


thing to be carried in one 
time-saving trip. 


SPACE-SAVER 
LINEN HAMPER 
No. 6612-6 
Hamper sets stack 
for compact storage. 


HEAVY DUTY 

LINEN HAMPER 
8 ep by 4 

, ag can be remove: 
Mop Truck ° from side instead of 
N lifting out over top. 


No. 6529 


No. 1-5267-73 No. 4-807-65 No. 3-1013-74 
p COLSON CASTERS SAVE YOUR FLOORS 


x NERTICAL lig 
CAN DOLLY ENCLOSED DISH TRUCK FOLDING » ly 
No. 6655 TRAY TRUCK No. 10-6406 CHAIR © 
No. 6344 No. 4255 


smoother—quieter—faster rolling 
first choice for lasting efficiency 


The Colson Corporation -: General Offices, Elyria, Ohio 
Boston, T 
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New portable compressor-aspirator 
unconditionally guaranteed for 1 year! 


The new Arr-SHIELDs D1A-PuMP* is designed for continuous operation wher- 
ever regulated suction or oil-free compressed air is needed. Portable, rugged, 
quiet, and virtually trouble-free, the Dia-PumpP has been test-run continuously, 
day and night, for an entire year without failure of any part, and is uncondi- 
tionally guaranteed for 1 year. This compact, new diaphragm-type compres- 
sor-aspirator cannot rust, “freeze” or jam from condensed or aspirated mois- 
ture, provides filtered, oil-free air at controlled pressures up to 30 pounds, or 
controlled suction up to 23 inches of mercury. Standard model: 1/6 HP motor, 
115 volt, 60 cycle A.C., with ground wire and adapter plug for 2 and 
3-pronged outlets. Special models available for use with other currents. Write 
us for special Dia-PuMpP folder, or phone collect from any point in the U.S. 
AIR-SHIELDS, INC., Hatboro, Pa. (OSborne 5-5200). 


/Diepuimp/ 


The new portable compressor-aspirator by AIR-SHIELDS . L NVC. 


*Trademark 
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April 1957 Regional How’s Business Report 


Mass.. 


N. H., R. 1., Vermont 


1-100 


1,325 
73.86 


101-225 226-up 


3,507 
79.25 


8,391 
85.67 


New rnc New York 
noes Chom 


1-100 


1,227 
69.31 


101-225 226-up 


3,910 
80.60 


8,964 
85.69 


101-225 226-up 


1,620 
76.06 


3,577 
77.70 


9,082 
75.10 


101-225 226-up 


3,852 
76.61 


7,545 
76.54 





Other expenses 





TOTAL EXPENSES 
TOTAL CHARGES 
TO PATIENTS 


OPERATING INCOME 
PER PATIENT DAY 
OPERATING 
PER PATIENT DAY 


36 


Per Patient 
3.96 3.80 
3.88 4.30 
1.74 1.80 

69 55 
2.25 2.77 
1.30 1.97 
1.78 1.92 
1.19 1.13 
7.07 6.40 
1.28 1.11 
1.93 2.05 
1.93 1.59 

67 1.65 





Day 
3.19 
3.27 
1.07 

69 
1.94 


3.11 
3.43 
1.39 
49 
1.81 
1.62 
1.36 
92 
6.01 
50 
1.52 
1.13 
45 1.10 





33,622 


41,466 


31.30 


25.38 


104,663 269,528 


112,297 301,390 


32.02 35.92 


29.84 32.12 


28,424 


30,748 


25.06 


23.17 


96,228 224,455 


105,002 255,191 


26.85 28.47 


24.61 25.04 


Per Patient 
3.20 2.66 
3.57 3.11 

1.03 

58 
1.70 
1.97 
1.66 
1.19 
5.33 

45 
1.65 
1.38 
1.29 


25 93 





31,722 91,866 223,052 


36,108 101,157 246,483 


22.29 28.28 27.14 


19.58 25.68 24.56 


30,530 


32,582 


23.49 


22.01 


87,576 195,791 


101,573 232,984 


26.37 = 30.88 


22.74 25.95 





1-100 


1,302 
75.26 


EAST NORTH CENTRAL 
IMinois. Indiana. 


Ohio, Wisconsin 


Michigan 


101-225 226-up 


3,775 
81.51 


8,129 
87.03 


WEST NORTH CENTRAL 
Kans. lowa, Minn., Neb., 
N. D., S. D., Mo. 


1-100 


1,466 
73.14 


101-225 226-up 


3,356 
80.37 


8,214 
87.64 


MOUNTAIN STATES 
Ariz., Colo., Idaho. Mont.. 
Nev., N. M.. Utah, Wyo. 


1-100 101-225 226-up 


815 
63.51 


3,349 
70.93 


8,772 
92.05 





75 


Per Patient 
3.66 3.07 
3.81 3.47 
1.47 1.38 

7 59 
2.15 1.87 
1.82 1.82 
1.88 1.57 
1.48 1.31 
7.58 6.14 

31 .39 
2.00 1.73 
1.86 1.41 

38 8! 


Day 
1.97 
2.48 

.78 
54 


99 


37 


1.00 
36 


-70 








32,567 


35,151 


27.00 


25.01 


109,063 210,007 


127,366 235,599 


33.74 28.98 


28.89 25.84 





27,229 


29,681 


20.25 


18.57 


74,635 198,472 


78,923 219,190 


23.52 26.68 


22.24 


Per Patient 

2.30 3.01 

3.58 3.45 

1.15 1.26 

73 55 

1.58 1.16 

86 1.41 

2.30 1.65 

1.73 1.54 

6.80 6.58 

72 1.67 16 
92 2.28 1.72 
1.75 1.24 

35 69 82 








18,636 92,272 217,364 


21,482 102,597 231,727 


26.36 30.64 26.42 


22.87 27.55 24.78 


PACIFIC COAST 
California. Oregon, 
Washington 


1-100 


1,257 
73.91 


101-225 226-up 


3,805 
81.39 


7,189 
84.80 





Day 
4.13 
4.16 
1.64 

77 


67 


4.20 
3.66 3.37 
1.78 1.57 

90 .63 
1.74 2.00 
1.54 2.46 
3.02 2.03 
2.28 1.37 
9.74 9.12 

55 48 
2.89 2.10 
2.41 1.53 
1.09 1.62 


3.41 








42,946 


47,147 


37.51 


34.17 


134,922 225,996 


146,628 236,951 


38.54 32.96 


35.46 31.44 
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TENSOR 


gives proper support 


EVEN AFTER 
STERILIZING 


(because it’s made with 
heat-resistant rubber) 





The heat of the sterilizer kills bandages made 
with ordinary rubber. But TENSOR is 
woven with heat-resistant live rubber 
threads. It’s our own formula, made to our 
own specifications by rubber manufacturers. 


Doesn’t it make good sense to standardize 
on TENSOR in your hospital? That way 
you can be sure that every elastic bandage 
you have will do its job every time—even 
after sterilizing. 


P.S. TENSOR is economical, too, because 
it far outlives bandages made with ordinary 
rubber. 


TENSOR 


ELASTIC BANDAGE 


WOVEN WITH HEAT-RESISTANT LIVE RUBBER THREADS 


PCoauers stack) | 


Division of The Kendall Company 
309 W. Jackson Blvd., Chicago 6, II, 
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NOT THIS 


Rubber threads in bandage made with ordinary rubber 
deteriorate after just a few sterilizings. Bandage becomes 
useless, incapable of giving controlled support. That’s be- 
emcees rubber “‘dies’’ in the high temperatures of the 
autoclave 


NOW THIS 


TENSOR Elastic Bandage keeps its elasticity, even after 
autoclaving—the only bandage that does so. Unlike elastic 
bandages made with ordinary rubber, TENSOR will still give 
proper support after repeated sterilizing. TENSOR, you see, 
is woven with heat-resistant, live rubber threads. 


For more information, use postcard on page 109 17 











Here’s How LEGGE 
Safety Floor 
Maintenance 
SAVES 
You 
MONEY! 


LEGGE suits the product to the job. And 
provides the Free services of a Safety 
Floor Specialist to see that the job is 
done right. The LEGGE Man surveys your 
floors for area, age, composition, condi- 
tion and type of traffic before making his 
recommendations. He examines the 
equipment available. Then he works 
right with your crews. ' 

He’ll save you money—up to 3344% 
on labor and materials. Your floors will 
look smarter, last longer. And he’ll re- 
duce slip accidents by up to 98%. 


Training film 
Ask to see our new movie, “Modern 
Floor Maintenance”. Many administra- 
tive executives call it, “the finest training 
16 mm., sound and color. 
Fill out coupon and we'll show it at your 
convenience. 
Conductive Floor 


Maintenance 


Avoid loss of contact, 
loss of ohm resistance * 
by maintaining con- 
ductive floors correct- 
ly. Clip coupon for Free 
booklet, ‘One Little 
Spark"’. 














pec eenenenne 
Walter G. Legge Company, inc. 
Deni. L-7, 101 Park Ave., New York 17 
Branch offices in principal cities. 

In Toronto—J. W. Turner Co. 


(0 Contact me te arrange a showing of 
your Maintenance Movie. No obligation 
to me. 

(0 Send me your Free booklet on conduc- 
tivity. 


Name 





Firm 





Street. 


| aes State____ 
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Hospital Accounting 


with Professor T. LeRoy Martin 


Property 
Values 


Inquiry: A hospital which has been 
operated by the county for many 
years is being taken over by the 
city. The records of the cost of 
buildings and equipment are not 
available. When the records for 
the new administration are 
opened, what can be done about 
property values? , 


Comment: Under the conditions out- 
lined, it appears there is no alterna- 
tive to the procedure of having real 
estate and equipment appraised by 
competent engineers and using the 
present sound values for record 
keeping purposes. 

There are many reasons why 
property values should be accounted 
for’ in the records, not the least im- 
portant of which is the aspect of a 
proper charge for depreciation as an 
element of cost to be reimbursed 
under third party cost reimburse- 
ment plans. Another reason which 
is usually important is that of main- 
taining adequate records for insur- 
ance purposes. In this specific in- 
stance, its importance depends upon 
whether the city will carry insur- 
ance on the property. 

It is desirable that a new admin- 
istration of a hospital have its ac- 
counting system set up according to 
the best practices as recommended 
by the American Hospital Associa- 
tion. In relation to real estate and 
equipment, this means that the as- 
sets should be recorded in a sep- 
arate group of accounts in a plant 


fund. 


Replacement 
Value 


An appraisal of real estate and 
equipment usually is presented by 
engineers in the form illustrated 
below. 

Since the hospital is being taken 
over by a different organization, the 
preferable procedure is to record 
only the sound value rather than 
recording the increase over original 
cost (not available in this instance) 
and making an adjustment in the 
allowance for depreciation which 
would be done if operation were 
continuing under the same organi- 
zation and depreciation were being 
recorded based on original cost as 
shown in the records. 

It is assumed that records main- 
tained by the county, at least as far 
as property is concerned, will be 
supplanted. The property fund may 
be opened by the following journal 


$180,000 
800,000 
260,000 


Buildings 
Equipment .... 
Plant Capitol . $1,240,000 
to record current sound value of 
hospital real estate and equipment. 
It is recommended that a subsidi- 
ary ledger be maintained for equip- 
ment preferably with segregation of 
equipment by departments. The 
subsidiary ledger should show the 
sound value and the depreciation 
rate decided upon and should pro- 
vide space for depreciation allow- 
ances to be recorded in the future. 


Observed 
Depreciation 


Sound 
Value 





Real Estate 
Land 
Building 
Total 

Equipment 
Administrative Offices 
Rooms and Wards 
Etcetera 
Etcetera 
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$180,000 
800,000 
$980,000 


$400,000 
$400,000 


$ 12,000 
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Washington Bureau Reports 





by Walter N. Clissold 


Health Insurance Package Ready 


FEDERAL EMPLOYEE HEALTH INSURANCE — 
Administration’s package, to cover hospital, surgical 
and medical costs is finally ready. As proposed, the 
Government would pick up the tab for one-third of the 
premium — to maximums of $1.50 per month for single 
employees, $3.00 for employees with dependents. Em- 
ployee’s share would be collected via payroll deduc- 
tions. Estimates are that somewhat less than two million 
will take advantage of this opportunity to increase, or 
obtain for the time adequate health insurance coverage. 
There will be, it seems almost certain, Congressional 
approval of some sort of program, either this session or, 
because time is fast slipping away, next session. 


NURSING HOMES — FHA MORTGAGES — Fed- 
eral Housing Administration is still working toward a 
program of mortgage guarantees for non-profit groups, 
including hospitals, to build nursing homes for the aged. 
Major concern has been in establishing how much need 
exists for such homes. Representatives of religious or- 
ganizations meeting with FHA people in May presented 
some rather convincing data. 


SBA LOANS — Practically out of loaning funds since 
February, the Small Business Administration has a new 
lease on life — $45 million given it by Congress. Loans 
recently okayed include several nursing homes and a 
small hospital. NOTE: To be eligible for these loans 
facilities must be small, under 50 beds; and must be op- 
erated for profit; plus other criteria. You can get details 
from local SBA offices, or HM’s WASHINGTON BU- 
REAU will be glad to try to help. 


NURSE — INTERN HOUSING LOANS — The Sen- 
ate has approved a $25 million fund for the Federal 
Housing Administration to be used for low-cost — two 
and seven-eighths percent, 40 years — loans to hospitals 
to build housing for student nurses and interns. AMA, 
who originally sponsored the bill, initially requested 
$150 million. The House has already passed the meas- 
ure, which is now in conference to iron out differences. 


NATIONAL LIBRARY OF MEDICINE — A site on 
the grounds of the National Institutes of Health, Be- 
thesda, Md., has been selected for its home. This loca- 
tion is just northwest of Washington, practically “across 
the street” from the Naval Medical Center. During the 
next year, the Library will have an operating budget of 
$1,450,000,00. 
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W.H.O. INVITED TO U.S. — Rep. Fogarty (D., R.L.) 
during the recent Geneva assembly officially invited 
the World Health Organization to hold its 10th meeting 
in the United States in 1958. 


NURSING HOME STUDY — Available at a cost of 
40 cents each are copies of the most complete study yet 
undertaken of patient in propietary nursing homes. 
Published by Public Health Service, and entitled 
“Nursing Homes, Their Patients and Their Care”, 
(PHS Publication No. 503), the data was developed 
jointly by the Commission on Chronic Illness, P.HLS., 
and health agencies in 13 states. 


MORE BILLS — The current session of Congress has 
seen the introduction of more proposed health and 
medical legislation than ever before. At the present rate 
of progress it appears that less action than ever before 
will result. 


AND, MORE BILLS — new legislation introduced in 
recent weeks, includes: 1) An additional two years in 
which to use Hill-Burton funds earmarked for survey- 
ing need and planning for category — diagnostic-treat- 
ment centers, chronic hospitals, rehabilitation facilities 
and nursing homes — construction. As it now stands 
authority to use this money expires July 1st. S. 1969 by 
Senator Thye (R., Minn.; 2) Proposal to authorize $3 
million yearly in grants for demonstrations, to train 
people for state and local public health work, and 
finance PHS staffers helping in these training activities. 
HR 6771, by Rep. Rhodes (D., Pa.) 


PEOPLE — Charles Hilsenroth, formerly executive 
assistant to Dr. John W. Cronin in the PHS’ Division 
of Hospitals and Medical Facilities, has moved right 
along with Dr. Cronin, who is now Chief of the Bureau 
of Medical Services. Mr. Hilsenroth is now Executive 
Officer of BMS, an administrative post .... Dr. Irvin 
Kerlan, Food and Drug’s associate medical director, has 
been appointed honorary consultant to the Library of 
Congress on the obtaining of children’s books... . 
Miss Pearl McIver has retired as chief of public health 
nursing at PHS, and been succeeded by Miss Margaret 
G. Arnstein. LJ 
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Holding the banner and plaque symbolizing the honor are, left to right, Gen. 

Wesley Hamilton, Army Reserve; Alexander L. Babbit, hospital adminis- 

trator; Col. Charles P. Larson, commanding officer of the 359th General 

Hospital Reserve unit; George S. Long Jr., president of the Tacoma General 

Board of Directors; and Col. George S. Carey, chief of the U.S. Army Mili- 
tary District of Washington. 





Extra steps can be costly in emergencies. 
Hyland Liquid Plasma saves steps— requires 
no refrigeration, reconstitution or preliminary 
warming ...no blood grouping, typing or 
crossmatching. Supplied in 300 cc liquid units... 
irradiated citrated normal human plasma, 
ready for immediate infusion. 


HYLAND LABORATORIES 
4501 Colorado Blvd., Los Angeles 39, California 


252 Hawthorne Ave., Yonkers. New York 


For more information, use postcard on page 109 


Hospital Gets 
Army Award 


By Paul O. Anderson 


™ FOR PERFORMANCE over and above 
the call of duty — as the military 
likes to phrase its citations — the 
Tacoma General Hospital was pre- 
sented with the Department of De- 
fense Reserve Award for its out- 
standing support of the Army Re- 
serve program at a ceremony last 
night. 

It is the first medical organization 
in the United States to receive such 
a national honor. 


Col. George R. Carey, chief of 
the U.S. Military District of Wash- 
ington, presented the award to 
George S. Long Jr., president of 
the Tacoma General Hospital Board 
of Trustees, and Alexander L. Bab- 
bit, hospital administrator. 


Proud Moment 


Accepting the plaque and flag 
symbolizing the award, Long said, 
“It certainly is a great honor for 
Tacoma General Hospital to receive 
this award. This hospital is a com- 
munity hospital and has been a 
part of the community for 74 years. 
We have been particularly happy 
in cooperating with the Depart- 
ment of Defense in this project and 
this is one of the proudest moments 
in the hospital’s history.” 

The department citation read: 

“Tacoma General Hospital, Ta- 
coma, Washington, is cited for out- 
standing cooperation with the Re- 
serve Program of the Armed Forces. 
The hospital sponsors the 359th 
General Hospital Reserve Unit and 
has provided a separate building of 
eight rooms. In addition, it makes 
available all facilities of the hospi- 
tal itself such as the auditorium, 
motion picture equipment, training 
aides, bulletin boards, and supplies 
of various kinds. 

“Liberal policies on military leave, 
hiring and promotion have encour- 
aged employes to participate active- 
ly in the sponsored Reserve unit 
and other Reserve affairs. Numer- 
ous articles and news stories in its 
publication, Hospital Topix, have 
publicized accomplishments of the 
359th General Hospital Unit. 


“Wide publicity in local news- 
papers, radio, and television have 
resulted in increased recruitment. 
The outstanding support of the Re- 
serve Program by the Tacoma Gen- 
eral Hospital is highly commenda- 
ble and reflects great credit upon 
its staff.” a 


HOSPITAL MANAGEMENT 





® The new American ‘57 Square 
Sterilizers are research-designed 
to meet the most exacting of hos- 
pital needs...for today, tomorrow 
and the forseeable future. 

Because of their functional 
operating features these new 
sterilizers assure: 


For complete details 
request bulletin C-162 
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G , + 
sterilized supp = 
QMore rigidly maintained 
techniques. “7 
Significant savings in staff 
and supervisory time. 














(-) 


SQUARE DRESSING STERI 


Made, in the American 
tradition, for long, dependable 
service, the’57 Square Sterilizers 
reflect the accumulated skills of 
sixty years of thoughtful and 
continuing research. 


AMERICAN 
>LERKILIZ ER 


} ERIE* PENNSYLVANIA 


For more information, use postcard on bage 109 








Consulting 





Nursing Education 


QUESTION: Frequently, argu- 
ments arise between the director 
of nursing and the director of 
nursing education concerning the 
duties to be performed by a stu- 
dent nurse while she is on a 
nursing unit. Would you please 
advise me under whose jurisdic- 
tion is the student nurse while 
she is attending to patients on a 
nursing unit. What should be 
done when there are conflicts be- 
tween the needs of the patients 
and the educational needs of the 
nurse? 


ANSWER: There should never be 
any conflict between the needs of 
nursing education and the needs of 
patient service. If there is a conflict, 
the conflict must be resolved in 
favor of the patient. Such a conflict 
should rarely ever arise in a hospi- 
tal where adequate provisions have 
been made for the school of nursing. 
If a hospital desires to maintain a 
school of nursing, it must be pre- 
pared to make adequate provisions 
for the proper education of its stu- 
dent nurses. If a hospital, on the 
other hand, attempts to use its stu- 
dent nurses as a source of cheap 
help the school should be closed 
down. 


Administrative Changes 


QUESTION: I am the adminis- 
trator of a 50-bed hospital. Re- 
cently, one of our obstetricians, 
who is very influential in the 
hospital, asked if I had any ob- 
jection to changing one of the 
forms used on the medical rec- 
ord in connection with obstetrical 
patients. He offered to cut new 
stencils so that the new forms 
could be run off immediately. I 
agreed to his request and the 
new forms were accordingly run 
off and put into use by the nurs- 
ing department. After a few days’ 
use, another member of our staff, 
finding that a certain form had 
been changed, ordered the floor 
supervisor to reinstate the old 
form, stating that only the staff 


with Dr. Letourneau 


had the prerogative or authority 
to institute changes in forms pro- 
vided for their use. I have taken 
the attitude that this is a matter 
of internal management and that 
I am not obliged to show the 
forms to the doctor for his ap- 
proval. When he accepted mem- 
bership on the staff, he agreed 
to abide by the By-Laws, Rules 
and Regulations. Am I right in 
the stand that I have taken? 


ANSWER: Strictly speaking, you 
are probably correct. The matter of 
a medical record form is an ad- 
ministrative one. 

Nevertheless, it is a _ cardinal 
principle of good management that 
whenever changes are made that 
affect a substantial number of im- 
portant people in your organization, 
they should be consulted and, at 
least, should be given an oppor- 
tunity of considering what you are 
going to do. 

It was a mistake to accept only 
one physician’s recommendation. 
The reason why we insist on having 
an organized medical staff is so that 
a cross-section opinion of all the 
doctors who practice in the hospital 
can be obtained before changes are 
made that could affect them. 

It is quite probable that the sec- 
ond physician could have been per- 
suaded to accept the form if he had 
been consulted first. It is this fail- 
ure to ask his opinion that created 
the opposition. In matters involving 
doctors it is always better policy 
to consult the medical staff. 


Duties of Comptroller 


QUESTION: I am the comptrol- 
ler of a 200-bed hospital. My of- 
fice prepares monthly financial 
reports for the administrator but 
the latter feels that I should al- 
so submit an analysis of these 
reports to him. Do my duties 
include an analysis of this report? 


ANSWER: A comptroller or busi- 
ness manager ordinarily is required 
to analyze the financial statement 
for the benefit of the administrator. 
This may not be so with an ac- 
countant or a bookkeeper which 


titles connote lesser responsibilities 
and therefore, lesser duties. The 
comptroller or business manager is, 
in effect, an assistant administrator 
who is charged with the financiel 
and business aspects of managing a 
hospital and he has a duty to in- 
terpret and analyze reports con- 
cerning the financial aspects of the 
hospital. 


Release of Information 


QUESTION: A _ large factory 
sends all of its patients to our 
hospital for care and treatment. 
Because the company pays for 
their care and _ hospitalization, 
the company feels that it should 
have access to all the records of 
our patients without their con- 
sent. Is this correct? 


ANSWER: No records or informa- 
tion should be released concerning 
patients without the consent of the 
patient except upon a_ subpoena 
from a court of law or through 
agreement with the Workmens 
Compensation Commission of your 
state. Categorically the company 
does not acquire any right to the 
patient’s record simply because it 
pays for the patient’s hospitaliza- 
tion. Usually the patient has agreed 
to release of information to his em- 
ployer but this does not obligate the 
hospital to open its records for in- 
spection to the company representa- 
tives. 


Patient's Record 


QUESTION: Is a physician obli- 
gated either morally or legally 
to give a patient a copy of his 
own medical record? 


ANSWER: The Judicial Council of 
the American Medical Association 
does not believe that a physician is 
required to give to the patient a 
copy of the latter’s technical, per- 
sonal, and often informal medica! 
record. The patient, however, is 
entitled to know the nature of the 
illness and the general course or 
regimen of therapy dictated by the 
nature of the illness and the char- 
acter of the patient. 5 
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KLEEN-AIR ODOR TENT 


OFFERS YOUR HOSPITAL 


CONTROL OF ANY ODOR CASE WITH-IN MINUTES 


THE KLEEN-AIR ODOR TENT IS NOW AVAILABLE 
AS A COMPLETE MOBILE UNIT EQUIPPED WITH 
ITS OWN SPECIAL KLEEN-AIR CRADLE (cradle folds 
down when not in use) PLACE TENT OVER SOURCE of 
ODOR AND PLUG INTO ANY 110 VOLT AG OUTLET.* 


OPERATION 


A small quiet motor draws air gently over 
the patient through a specially constructed 
cartridge containing activated carbon. 
Odor-free air is returned. 


SOLD ON A GUARANTEED RESULT BASIS 


IF YOU ARE UNABLE TO OBTAIN A KLEEN-AIR 
TENT THRU YOUR LOCAL HOSPITAL SUPPLY 
HOUSE — WRITE OR WIRE US DIRECT. 


Howard S. Caldwell Company 
721 East Main Street 
Lancaster, Ohio 7 on 
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America’s finest 


and most complete 
line of guaranteed* 
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AUDIOMETRIC 
EXAMINATION 
ROOMS 
engineered and designed 
for hospital use! 





*ITAC’s Clinical Audiometric 
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Save Money! 
NOW — a sweep MOP with 


amazing, new man-made yarn: 


AM-O-RAN 


Trademark 


The PERFECT Yarn 
Mops’ 


for Sweep and Dust 
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ing. 
— doesn’t 


P 
snatches uP dust faster. 


t 
-O-RAN mops 6S 
mart i Cost much, mu 


a little more 
ch LESS to use! 


HL AN 
The completely-flexible swivel that cuts clean-up time 
in half. Snakes the mop-head snugly around table, 


chair and desk legs and other obstacles... Top-speed 
Sweeping every minute! 


2 More 
AMERICANQTANDARD 


“firsts” 


Our various styles and widths of dust and sweep mops 
are available in either durable cotton yarn or 


\ 
) 





AM-O-RAN yarn—and with conventional or with 

MAGIC-S-SWIVEL frames. 

[ Write for sample of AM-O-RAN yarn and 
Fier: for further details on AM-O-RAN and the 
MAGIC-S-SWIVEL. 
TOPS IN MOPS'"’ 
AMERICAN STANDARD MFG. COMPANY 
nverporaied 1908 


CHARLES E. KREBS and WALTER O. KREBS 
2519SOUTH GREEN STREET © CHICAGO 8, ILLINOIS 
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CLINICAL EXPERIENCE INDICATES 
FEWER RESISTANT STAPHYLOCOCCI 


CHLOROMYCETIN 


“COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


STRAINS OF COAGULASE-POSITIVE STAPHYLOCOCCI SENSITIVE 
TO CHLOROMYCETIN AND FIVE OTHER MAJOR ANTIBIOTIC AGENTS” 
CHLOROMYCETIN 98.1% 


100 


ANTIBIOTIC A 
50.2% ANTIBIOTIC B 
48.2% 
ANTIBIOTIC C 
43.9% 


ANTIBIOTIC D 


30.6% ANTIBIOTIC E 


29.2% 


209 STRAINS 209 STRAINS 139 STRAINS 139 STRAINS 209 STRAINS 209 STRAINS 


*This graph is adapted from Spink, W. W.: Ann. New York Acad. Sc. 65:175, 1956. 
CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain other 
drugs, adequate blood studies should be made when the patient requires pro- 
longed or intermittent therapy. 


= PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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Guest Editorial 





by Ella Best, R.N. 


Executive Secretary 
American Nurses Association 


New York, N.Y. 


The American Nurses’ Association 
Economic Security Program 


e in the American Nurses’ As- 
W sociation believe it is essential 
to improve the economic and social 
status of nurses in order to attract 
young people into the profession, 
and once trained, to keep them in 
the profession, so that there will be 
enough nurses available to give 
good nursing care. 

Nurses have always been con- 
cerned about the welfare of their 
patients and they have been con- 
cerned also — and rightfully — 
with their own welfare. There is no 
inherent incompatibility between a 
sound economic position and the 
fulfillment of the ideal of service. 

The American Nurses’ Associa- 
tion, since it was organized in 1896, 
has recognized that satisfactory 
working conditions are essential to 
the production of satisfactory nurs- 
ing care. 

It has been said that a profes- 
sion is in no sense a profession if 
it leaves the shaping of its destiny 
to others. As part of shaping its 
destiny, the American Nurses’ As- 
sociation which is the official voice 
of the nursing profession, has re- 
sponsibility to improve the econom- 
ic position of nurses — a position 
which historically has been low and 
not yet caught up with that of other 
groups. 

The most important goal of the 
economic security program is the 
maximum development of the in- 
dividual nurse to the fullest extent 
of her potentialities. This goal is but 
a restatement of democracy as a 
way of life. 

Democracy is a goal, and also a 
method whereby individuals have 
maximum participation in the po- 
litical, economic, and social deci- 
sions which affect them. The 
American Nurses’ Association be- 
lieves that an economic security 
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program for nurses should be in- 
itiated, developed, and_ imple- 
mented by nurses themselves, and 
should be in accord with accepted 
principles of democratic employee 
organization. Representatives of 
nurses and employers should have 
direct authorization from _ those 
they represent, in order that any 
agreements reached shall be bind- 
ing. 

Through the American Nurses’ 
Association Economic Security Pro- 
gram nurses exercise their basic 
right to effective professional group 
participation with the employer in 
determining the conditions under 
which the nurses work. This process 
of collective action, which is inher- 
ent in the economic security pro- 
gram, simply means that nurses 
have the right to choose represen- 
tatives from their own professional 
organization to speak for them; a 
right to authorize their representa- 
tives to negotiate for them on spe- 
cific matters with their employer; 
and a right to have the results of 
such negotiations set down in writ- 
ing. 

Recognizing that this could be 
done effectively only by democratic 
group action, the American Nurses’ 
Association House of Delegates at 
the 1946 biennial convention 
adopted an economic security pro- 
gram, and machinery has been es- 
tablished for carrying out this vital 
function of a professional organiza- 
tion. Before describing the Ameri- 
can Nurses’ Association Economic 
Security Program I’d like to trace 
some of the developments in Ameri- 
ca that have influenced nurses and 
made them aware that they could 
no longer stay apart from the forces 
that were affecting society as a 
whole. 

In the past seventy or eighty 


years, as more people moved from 
agricultural to nonagricultural pur- 
suits, there has been a big decline 
in the number of people who are 
self-employed. A redistribution of 
these additional workers within the 
various occupations has created a 
hierarchy of jobs, starting with the 
unskilled laborer on up to the pro- 
fessions. And interestingly enough, 
while their has been a threefold 
increase in the total labor force, 
there has been a tenfold increase in 
professions. This movement away 
from the farm has meant. that, 
where formerly people owned in- 
come-producing property, now the 
vast majority of us are completely 
dependent on our jobs for a liveli- 
hood. This has been one of the basic 
reasons for the movement for 
economic security within the entire 
hierarchy of employed people, and 
for nurses specifically as more than 
75 percent of all nurses are em- 
ployees. 

Nationally the American Nurses’ 
Association furthers the economic 
security program by administering 
the policies established by the 
House of Delegates and by provid- 
ing consultation and assistance to 
the state nurses associations. 

One of the most significant poli- 
cies of the program — “the no- 
strike policy” was adopted in 1950 
when the House of Delegates said: 

“In recognition of the fact that 

the nursing profession and em- 

ployers of nurses share responsi- 
bility for provision of adequate 
nursing service to the public, the 

American Nurses’ Association, in 

conducting its Economic Security 

Program, (1) reaffirms profes- 

sional nurses’ voluntary relin- 

quishment of the exercise of the 
right to strike and of the use of 
any other measures wherever 
they may be inconsistent with 
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the professional nurses’ respon- 
sibilities to patients: and (2) re- 
affirms its conviction that this 
voluntary relinquishment of 
measures ordinarily available to 
employees in their efforts to im- 
prove working conditions im- 
poses on employers an increased 
obligation to recognize and deal 
justly with nurses through their 
authorized representatives in all 
matters affecting their employ- 
ment conditions.” 

Each state nurses association is 
made up of professional registered 
nurses who are members of one of 
the following seven sections: Edu- 
cational Administrators, Consultants 
and Teachers, General Duty Nurses, 


Industrial Nurses, Institutional 
Nursing Service Administrators, 
Private Duty Nurses, Public Health 
Nurses, and Special Groups (Exec- 
utive Secretaries and Counselors 
Branch, Registrars Branch, and 
Office Nurses Branch). The mem- 
bers of each section develop state- 
wide minimum employment stand- 
ards for their own occupational 
group and once these have been 
approved by the state nurses as- 
sociations’ board of directors, the 
standards are usually given wide 
distribution. The minimum stand- 
ard, however, merely forms the 
base level beneath which no nurse 
should be employed as a profes- 
sional person. 





every 


de 


{ J “ 
=i 


razor-sharp 


VIM needle 


deserves a 


velvety 


smooth 


\— om 


_— 


VIM Stainless Steel and VIM Laminex 
Needles have razor-keen cutting 
edges with points that stay sharp 


The economic security program 
becomes meaningful to the nurses at 
their place of employment when 
they request the state nurses asso- 
ciation to represent them with their 
employer to bring about certain im- 
provements in their employment 
conditions. They also elect mem- 
bers of their own group to serve 
with a designated state nurses as- 
sociation representative in negotiat- 
ing with their employers. 

Through such _ representations, 
agreements are reached and for- 
malized into a written contract. Ex- 
perience has shown that setting up 
this orderly channel of communi- 
cations has been helpful to both the 
employer and the nurses employed. 
Employers have reported for ex- 
ample that having a starting salary 
established by contract facilitates 
employment and having a definite 
plan for automatic increases elimi- 
nates any criticism that one person 
has been favored over another. 

Every year more and more nurses 
turn to their state nurses associa- 
tion for help and support in their 
efforts to have a voice in decisions 
that affect them so_ personally. 
While nurses usually prefer to get 
this kind of assistance from their 
own organization, we know that in 
some areas of the country employ- 
ers have refused to meet with the 
nurses’ chosen representatives and 
nurses have had to look elsewhere 
to get the job done. We also know 
that nurses have been pressured 
to join with all the various cate- 
gories of hospital employees and be 
represented by a_nonprofessional 
organization. 

It has been demonstrated that the 
long-range results of the American 
Nurses’ Association Economic Se- 
curity Program have been to give 
the patient the best and most serv- 
ice that the employer-nurse team 
is capable of providing. This result 
cannot be obtained when nurses 
are anxious about making ends 
meet, are ignored, or are not given 
the recognition they merit. Nor does 
it exist when the employer suffers 
from turnover or competition from 
areas outside the state. Collective 
action through an economic securi- 
ty program helps to stabilize nurs- 





longer. Concave hubs for easy 
handling. All VIM Syringes, 
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ing service. A satisfied nurse is not 
as likely to be looking for “greener 
fields” which provides greater con- 
tinuity in patient care. w 





hypodermic needles 
and syringes 

= It is not so much the lack of sleep 

that is injurious to health as it is the 


For further information, consult your hospital/surgical supply dealer or write: 
worry over loss of sleep. 5 
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Since your floors don’t gét “kid glove” traffic... 


Do the next best thing. Keep your terrazzo 
beautiful the easy way, with Holcomb 
Terrazzo Seal. 

That’s the advice of a man who knows— 
Ronald Bird, Building Manager at Indianapolis 
Municipal Airport. 

Mr. Bird says flatly that Terrazzo Seal has 
saved well above a thousand dollars in cleaning 
costs over the past year. 


Holcomb Terrazzo Seal actually penetrates 
the terrazzo, filling the thousands of dirt-catch- 
ing pores, providing a tough, invisible seal. 

Dirt stays on the surface, regardless of traffic, 
and is whisked away with dustless sweepers. 


|. HOLCOMB MFG. CO., INC. -« 


NEW YORK DALLAS 


1601 


Floors can be buffed time and again. Even at 
this busy airport, it’s a long, long time between 
scrubbings! 


So why don’t you see what Holcomb Terrazzo 
Seal can do for you? Your Holcombman can 
demonstrate in minutes how you can save hours 
of cleaning time. For the name of your nearest 
Holcombman, write: 


HOLCOMB 
SCIENTIFIC CLEANING 
MATERIALS 


BARTH AVE., INDIANAPOLIS, IND. 
LOS ANGELES 


TORONTO 
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any height...any spring position 
at the touch of a button... 


by either patient or nurse 


with the all-electric “PUSH-BUTTON” Hilow Bed 


by 


@ This new Hill-Rom Hilow Bed is designed so that operation of the hilow 
feature and adjustment of the backrest and knee rest may be handled by 
either patient or nurse. Push button controls for patient use are located on 
the patient’s right—in the seat section of the spring. For the patient who 
must remain in a certain prescribed position, the bed may be placed in that 
position and the patient control switches then rendered inoperative. All 
switches are mechanically interlocked—no two push buttons can be operated 
at the same time. 


Maximum convenience for 
the nurse, maximum comfort 
and safety for the patient 


This modern, safe and efficient hilow bed can 
be maintained at the “low’’ position at all 
times to insure maximum safety. Much time 
will be saved the nurse by elimination of 
unnecessary trips to the patient room or unit. 
The patient has access to head and knee rest 
and does not need the nurse for routine ad- 
justment of the spring. 

Head end and foot end panels, designed by 
Raymond Loewy, add to the appearance and 
function of the bed. For complete informa- 
tion on this or any of the three other Hill- 
Rom Hilow Beds, write for Procedure Man- 
ual No. 3. 


Now ready ... Procedure Manual No. 3—“Hilow Beds" 
by Alice L. Price, R.N., M.A., Nurse Consultant for Hill-Rom, and author of 
three leading textbooks on nursing, also P.M. No. 1, “Safety Sides—A New 
Safety Measure” and P.M. No. 2, “The Recovery Bed, Labor Bed, Special 
Therapy Bed.” Copies of any of these ls for student nurses and 
graduate nurse staff will be sent on request. Address: Miss Alice L. Price, 
Hill-Rom Co., Inc., Batesville, Indiana. 
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Hawley Defines Role 
of General Practitioner 


® THE GENERAL PRACTITIONER shou!d 
perform as a medical manager, call- 
ing on specialists as needed but re- 
maining in the role of advisor or 
manager for the family, the director 
of the American College of Sur- 
geons said in an official statement. 
General Paul R. Hawley, College 
Director, said the family physician 
is the only practitioner of medicine 
who can properly fill the role of 
medical manager. He said: “The 
family physician should be the 
medical manager. His responsibili- 
ties are not limited to diagnosis and 
therapy. It is his duty to protect the 
family’s purse as well as its health; 
and when consultants must be 
called, or a hospital bed provided, 
he should exert every effort to in- 
sure that the charges therefore are 
consistent with the financial status 
of the family.” 


“No one has a moral right to un- 
dertake any procedure in the whole 
field of medical practice who is not 
competent to deal with any situa- 
tion he may encounter therein,” he 
explained. “In nonsurgical fields, 
responsibility for the safety and 
welfare of the patient can often be 
transferred at any stage of treat- 
ment without significant danger or 
hardship to the patient; but, in sur- 
gery, unforeseen situations must be 
dealt with at the moment unless 
the patient is to suffer serious con- 
sequences. 


“The measure of competence to 
do surgery is ability to deal proper- 
ly with any situation that may be 
encountered in a given anatomical 
area. Anyone who meets this re- 
quirement is morally entitled to do 
surgery, be he a family physician 
or a board diplomate (accredited 
by the official specialty group to 
which he belongs). By the same 
token, no one is morally justified 
in doing any surgery if he can not 
meet this requirement; and this ap- 
plies as well to diplomates of boards 
and Fellows of the American Col- 
lege of Surgeons.” 


The physician himself is the best 
judge of his own competence, 


Concerning the relationship of 
general practitioners and specialists, 
Doctor Hawley said it is the duty 
of the specialist to return the pa- 
tient to the referring family physi- 
cian without delay when the need 
for special care has ended, just as 
it is the duty of the family physi- 
cian to call upon the specialist 
promptly when his services are 
needed. & 
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Basil C. MacLean, M.D., C.M., M.P.H. 


President 
Blue Cross Association 
New York 


™ BASIL CLARENDON MACLEAN, M.D., C.M., M.P.H., is the 
president of the newly formed Blue Cross Association. 
He is now, and has been for a long time, one of the 
most important men in the hospital field. A Canadian 
by birth and a naturalized citizen of the United States, 
Dr. MacLean is one of the few men in the hospital field 
who has held the presidency of both the American Col- 
lege of Hospital Administrators (1936-1937) and the 
American Hospital Association (1941-1942). In select- 
ing him to coordinate the vast, far-flung Blue Cross 
empire, the board of the Blue Cross association could 
not have selected a more experienced or more highly 
regarded man in the field. Physician, public health 
educator, administrator, soldier and author, Dr. Mac- 
Lean is truly an authority in the hospital field. He is 
internationally recognized as a top man in hospital de- 
sign, construction and equipment. 

A courageous, independent man, he says and does 
what he honestly thinks is best for the welfare of the 
people. He has chosen to resign from important posi- 
tions in the past rather than compromise with medioc- 
rity or worse. 

Dr. MacLean has held many positions of importance. 
Successively, he was medical superintendent of the 
Montreal General Hospital, the Touro Infirmary in 
New Orleans, and finally of the Strong Memorial Hos- 
pital in Rochester, New York where he also held the 
position of Professor of Hospital Administration, At all 
times he has been a hospital consultant and surveyor 
whose opinion was highly valued and eagerly sought. 

Forthright, succinct and explosive, his work is char- 
acterized by an economy of words, motion and money. 

This quality led Mayor Wagner of New York City 
to appoint him Commissioner of the Hospital System of 
that great city in 1954. He resigned in 1957 rather than 
yield to political pressure and accepted his present 
position. In accepting his resignation reluctantly, the 
Mayor called him “a stalwart in my administration” 
and was constrained to observe that Dr. MacLean had 
saved the city many millions of dollars “by closing tu- 
berculosis and communicable disease hospitals that 
were no longer needed.” 
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He has a reputation for getting things done quickly | 
when he can have his own way but has also been § 
known to exercise extreme (for him) patience and for- [ 
bearance when the occasion called for it. i 

He has acted as consultant to the various depart- © 
ments of the Government of the United States, notably 7 
the Children’s Bureau, the Department of Labor and | 
the Secretary of the Navy. During World War II he | 
served in the United States Army Medical Corps as a § 
Lieutenant Colonel and distinguished himself in this 7 
capacity. = 

In addition, he is a consultant to numerous assorted [ 
foundations, hospitals, medical organizations, health as- 
sociations, and other eleemosynary institutions, His 
opinion was also sought as a member of the White 7 
House Commission on Medical Services in 1945-46 § 
under President Harry S. Truman. 


He obtained his degree in medicine from McGill | 
University in Montreal, Canada and he holds the diplo- § 
ma of the American Board of Preventive Medicine and 
Public Health. 


He is a member of numerous medical and public 
health associations, associate organizations, fraternities | 
and other groups devoted to the promotion and ad- | 
vancement of health. He is on the teaching faculty of 
several universities and, in addition, has authored nu- 
merous articles for medical and hospital journals. 

For establishing a cooperative arrangement among 
25 hospitals in the Rochester, N.Y., regional area, the 
American Hospital Association gave him its Award of 
Merit in 1953. He also has been the recipient of numer- 
ous other honors. 

His tremendous activity, his salty sense of humor, 
his love for practical jokes, and his singleness of pur- 
pose are among the characteristics that he brings to 
this, the biggest job in his career. At 61 years of age, 
it is fitting that Dr. MacLean should again face the fu- 
ture as the head of the great organization that he per- 
sonally helped to found 25 years ago. 


HOSPITAL MANAGEMENT is proud to salute Dr. Mac- 
Lean and to wish him well in his new enterprise. & 
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Single-end controls 
for all positions. 


One attendant easily transfers 
a patient even in congested 
rooms...a real boon to 
understaffed and crowded 
hospitals! No lifting or 
excessive patient handling. 





Ults 
at a touch... 


SHAMPAINE 
TRANS-ALL 
RECOVERY 
STRETCHER 


the world's most complete line of physicians’ and hospital equipment 


1920 S. Jefferson, St. Louis, Missouri 
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Dependents and Their Eligibility 
for Medical Care 


® DEPENDENTS OF THE following serv- 
ice personnel are eligible for au- 
thorized care at service medical fa- 
cilities: 

1. Personnel serving on active 
duty in the Army, the Navy, 
the Air Force, the Marine 
Corps, the Coast Guard, the 
Commissioned Corps of the 
Coast and Geodetic Survey 
and the Commissioned Corps 
of the Public Health Service. 


. Retired personnel who are en- 


titled to retired, retirement, 
retainer or equivalent pay as 
a result of service in a uni- 
formed service. However, re- 
tired personnel and their de- 
pendents, entitled to retired 
or retirement pay under Title 
III of the Army and Air Force 
Vitalization and Retirement 
Equalization Act and who 
served less than eight years 
on full time duty in active 
military service, other than 
active duty for training, are 
NOT eligible to receive medi- 
cal care at Government ex- 
pense. 





PLAIN and NAME WOVEN 
TURKISH TOWELS 





NO LONGER ANY NEED FOR HEMMING OR TURNING SELVAGES TO GET ADDED STRENGTH! 

HERE ARE SELVAGES WITH A TENSILE STRENGTH EXCEEDING THAT OF OTHER HEMMED OR TURNED SELVAGES. 
IN ADDITION TO PROVIDING ADDED STRENGTH, THESE SUPER SELVAGES ELIMINATE 

THE OBJECTIONABLE FEATURES OF HEMMED OR TURNED SELVAGES SUCH AS; 


© Possible retention of washing chemicals in the fold of the hemmed 
or turned selvage thereby causing weakening of the selvage. 


@ Unevenness of shrinkage which causes puckering of the selvage, 


resulting in added strain. 


PRACTICALLY THE ENTIRE DUNDEE LINE OF PLAIN WHITE AND NAME WOVEN 
TURKISH TOWELS IS NOW AVAILABLE WITH THIS NEW SELVAGE. 


your HUCK AND TURKISH TOWELS; BATH MATS (both plain 


nearest 


linen source 


and name woven) e CABINET TOWELING e FLANNELETTES 
DIAPERS e DAMASK TABLE TOPS AND NAPKINS 


can CORDED NAPKINS e DUNFAST ALL-PURPOSE FABRICS 


supply 


you 





DUNDEE MILLS, INC., GRIFFIN, GA. 
Showrooms: 40 Worth Street, New York, N. Y. 


SO nntdee THE NAME TO REMEMBER WHEN BUYING TOWELS 
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For practical purposes, depend- 
ents of active duty and retired 
personnel may be classified in six 
categories: 


1. Lawful wife. 


2. Lawful Husband, if in fact de- 
pendent on the member for 
over one-half of his support. 


3. Unmarried legitimate children, 
including adopted or step 
children who are: 

a. Under 21 years of age. 

b. Over 21 years of age, but 
dependent for over one-half 
of their support because of 
physical or mental incapacity 
that existed before reaching 
21. 

c. Under 23 years of age, but 
dependent for over one-half 
of their support because of 
enrollement in a_ full-time 
course of instruction in an 
institution of higher learning 
approved by Secretary of De- 
fense. 


. Parents or parents-in-law, if 
in fact dependent on the said 
member or retired member 
for over one-half of their sup- 
port and provided they are 
actually residing in the house- 
hold of the said member or 
retired member. 


5. Unremarried widows and de- 
pendent children of deceased 
personnel whose death oc- 
curred while on active duty 
or in a retired status. 


. Unremarried widowers, if they 
were in fact dependent on the 
member at time of her death 
for over one-half their sup- 
port because of mental or 
physical incapacity. 

The Act grants the dependents of 
active duty and retired personnel 
in the above categories legal en- 
titlement to authorized inpatient 
and outpatient care and treatment 
on an equal basis in medical facil- 
ities of all uniformed services. 

Civilian medical care at Govern- 
ment expense is limited to specific 
dependents of personnel serving on 
active duty in the uniformed serv- 
ices. Only the wives and the de- 
pendent children of active duty per- 
sonnel are eligible to obtain author- 
ized medical care in civilian hos- 
pitals and from civilian physicians 
and surgeons at Government ex- 
pense. 


Medical care normally considered 
to be out-patient care is NOT au- 
thorized from civilian sources. 

* 
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Hamlin Appointed Assistant 
Secretary of HEW 


® SECRETARY OF HEALTH, Education, 
and Welfare Marion B. Folsom an- 
nounced the appointment of Dr. 
Robert H. Hamlin, of Brookline, 
Massachusetts, as an Assistant to 
the Secretary. Dr. Hamlin will as- 
sist in the development and coor- 
dination of department policies. 

Prior to joining the Department, 
Dr. Hamlin was Instructor in Pub- 
lic Health Law at the Harvard 
School of Public Health and Assist- 
ant Professor of Legal Medicine, 
Harvard Law School. Dr. Hamlin 
also has been Director of Public 
Health in Brookline, Massachusetts, 
since 1953. 

Dr. Hamlin served as First As- 
sistant to the Commissioner of Pub- 
lic Health of Massachusetts (1952 
53); Instructor in Public Health 
Administration, Simmons College; 
Staff Member, Special Commission 
on the Structure of State Govern- 
ment. (Massachusetts), where he 
was primarily concerned with legis- 
lation on public and mental health 
problems (1950-53); and Consultant 
to the Commission on Organization 
of the Executive Branch of the 
Government (Hoover Commission), 
Medical Service Task Force (1954). 

A native of Cambridge, Massa- 
chusetts, Dr. Hamlin was born April 
2, 1923. He received his A. B. degree 
(summa cum laude) from Ohio 
State University (1944); his B. S. 
degree in Medicine (1945), Bachelor 
of Medicine (1946) and M. D. de- 
gree (with honors - 1947) from 
Northwestern University Medical 
School. Dr. Hamlin also received a 
Master of Public Health (magna 
cum laude) from the Harvard 
School of Public Health (1952), and 
a Bachelor of Laws degree at Har- 
vard Law School (1953). He in- 
terned at the Johns Hopkins Hos- 
pital. For two years (1947-49) Dr. 
Hamlin served in the U. S. Navy 
as Senior Medical Officer of the 
Western Caroline Islands in the 
Pacific. 

Dr. Hamlin is a member of the 
Massachusetts Bar Association and 
the American Bar Association, A 
Diplomat of the American Board of 
Preventive Medicine, A Fellow of 
the American Public Health Associ- 
ation, and has membership in nu- 
merous medical, public health, and 
social welfare organizations. a 
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prevent and help heal 


PRESSURE SORES 


This open decubitus 
ulcer healed 


on an APP pad 











Your threatened and existing 
cases of pressure sores need not 
be a problem. APP units will pre- 
vent and help heal them. 


Body pressure points of patients 
are automatically changed every 
Thousands of APP units two minutes to maintain circula- 
are now used in general and tion and prevent tissue tenderness 
veterans’ hospitals. Units or breakdown. Patients are more 
are available for standard comfortable and do not need 


beds, respirators and wheel frequent turning or massage. 
chairs. 












805 Hippodrome Building, Cleveland 14, Ohio 


Manufactured by AIR MASS, INC Cleveland 10, Ohio 
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Hospital Calendar 





July 


14-19. 


. Institute on Hospital Accounting, 


Indiana University School of busi- 
ness, Bloomington, Indiana, Wil- 
liam M. Pierce, Executive secre- 
tary, American Association of 
Hospital Accountants, 2630 East 
75th Street, Chicago 49, Ill. 


. West Virginia Hospital Associa- 


tion, Greenbrier Hotel, White 
Sulphur Springs, West Virginia. 


September 


28-30 . 


30-Oct. 3 . . American 


. American 


College of Hospital 
Administrators, Atlantic City, NJ. 


Hospital Associa- 
tion, Convention Hall, Atlantic 
City, New Jersey, Maurice J. 
Norby, Deputy Director, 18 E. 


Division Street, Chicago, Illinois. 


October 


7-10... 


- Mississippi 


. Colorado 


American Nursing Home Associa- 
tion, Ambassador Hotel, Atlantic 
City, New Jersey. 


. American Association of Medical 


Record Librarians, Schroeder Ho- 
tel, Milwaukee, Wisconsin, Doris 
Gleason, C.R.L., Executive Di- 
rector, 510 North Dearborn St., 
Chicago 10, Ill. 


. Indiana Hospital Association, Stu- 


dent Union, University of Indiana 
Medical Center Campus, Indian- 
apolis, Ind. 


Hospital Association, 
Hotel Buena Vista, Biloxi, Missis- 


sippi. 


Hospital Association, 
Hotel Denver, Glenwood Springs, 
Colorado. 


. South Dakota Hospital Associa- 


tion, Fall Meeting, Sheraton Cata- 


ract Hotel, Sioux Falls, South 


Dakota. 


. British Columbia Hospitals’ Asso- 
ciation, Vancouver Hotel, Van- 
couver, B. C. 


. . Nebraska Hospital Association, 
Cornhusker Hotel, Lincoln, Neb. 


. Vermont Hospital Association, 
Long Trail Lodge, Pico Peak, Rut- 
land, Vt. 


Association, 


Miami, 


. American Dietetic 
Dinner Key Auditorium, 
Florida. 


. American College of Osteopathic 
Hospital Administrators, St. Louis, 
Missouri. 


. American Osteopathic Hospital 
Association, St. Louis, Missouri. 


. Association of Military Surgeons, 
Hotel Statler, Washington, D.C., 
The Secretary, Suite 718, 1726 
Eye Street, N. W., Washington 
6, DS. 


28-30 . . Ontario Hospital Association, 


Royal York Hotel, Toronto, Ont. 


Oct. 30-Nov. | . . California Hospital As- 
sociation, Lafayette Hotel, Long 
Beach, Calif. 


November 


. American Association of Blood 
Banks, Sherman Hotel, Chicago, 
Wl. 


. Washington State Hospital Asso- 
ciation, Olympic Hotel, Seattle, 
Wash. 


of Columbia- 
Association, 


. Maryland-District 
Delaware Hospital 





List Your Meetings 


As soon as the dates for the next 
succeeding meeting of an organiza- 
tion have been determined an offi- 
cial should forward those dates at 
once to Editor, Hospital Manage- 
ment, 105 W. Adams St., Chicago 3, 
lll. to insure appearance here. 











. Kansas 


. Virginia 


Hotel Shoreham, Washington, D. 
C., A. K. Parris, Executive secre- 
tary, 200 W. Baltimore Street, 
Baltimore, Maryland. 


. Connecticut Hospital Association, 


Connecticut Light and Power Co., 
Berlin, Conn. 


Hospital Association, 
Broadview Hotel, Wichita, Kan., 
Charles S. Billings, Executive di- 
rector, 1133 Topeka Ave., Topeka, 
Kan. 


Hospital Association, 
Hotel Chamberlin, Old Point 
Comfort, Virginia. 


December 


1958 


. American 


Medical Association, 
Clinical Meeting, Philadelphia, 
Pa., Dr. George F. Lull, 535 N. 
Dearborn St., Chicago, Ill. 


January 


23-24 . 


. Alabama 


Hospital Association, 
Hotel Stafford, Tuscaloosa, Ala- 
bama. 


February 


26-28 .. 


. Southeastern 


Midyear Conference of Presidents 
and Secretaries of State Hospital 
Associations, Palmer House, Chi- 
cago, Ill. 


. National Association for Practical 


Nurse Education, Hotel Del Ccro- 
nado, Coronado, California. 


Hospital Confer- 
ence, Hotel  Fountainebleau, 
Miami Beach, Florida. # 
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Meal Test* Proves 


MELMAC 


cuts Breakage 71.1% 


*This one-year test, conducted in a leading restaurant, 
proves conclusively that beautiful, break-resistant 
MELMAC quality melamine dinnerware— 


SLASHES REPLACEMENT COSTS—BIG savings year 
after year. Chip resistant, fadeproof, rugged. Takes fast 
stacking, racking, washing—bounces back smiling. 


REDUCES CLATTER—Cushions nerve-jangling noise. 
Sound-conditions dining room areas! 


WEIGHS % LESS—SAVES ACHING BACKS—Keeps 
serving people, bus boys, kitchen help smiling! 


PUTS BEAUTY ON YOUR TABLES—New colors, 
patterns, shapes... perk up appetites! 


MELMac is the registered trademark of American Cyanamid Company for quality melamine dinner- 
ware and other products made under American Cyanamid Company’s standards and specifications. 








— CYANAMID —>> 





AMERICAN CYANAMID COMPANY 
Plastics and Resins Division * 30 Rockefeller Plaza, New York 20, N. Y. 
In Canada: North American Cyanamid Limited, Toronto and Montreal 


Melmac is sold under individual manufacturers’ brand names... ask your supplier of 
Arrowhead, Boonton, Cloverlane, Dallasware, Hemcoware, Lifetime Ware, Prolon and Restraware. 
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Their stamp of approval is on BI: ROCCA- ( 


when important vitamin B factors and C 





must be administered parenterally 





The Physician 





I like Berocca-C becauseeee 

its balanced formula of five 
important B vitamins and C 

is designed to meet my patients! 
needs. It is not top-heavy 
with one vitamin at the 

expense of another; and there 
is Berocca-C 500, too, when 
extra C is required. 


The Nurse 


I like Berocca-C because... 
it's so easy to administer. 
It mixes nicely with most 
parenteral nutritional 
fluids. 


The Pharmacist 





I like Berocca-C because.e. 
it's a cinch to fill the 
Rx. Saves my time; no 
mixing or diluting needed. 
Comes in easy-to-handle, 
conveniently dispensed 
ampuls or vials. 


Hoffmann - La Roche Inc « Wutley 10 «+ WN.J. 
Order direct from 'Roche' at hospital prices 
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Economics Affecting the Growth of 
Hospital Schools of Nursing 


by Edgar O. Mansfield, M.S.H.A. 


& THE GROWTH OF hospital schools of 
nursing, in general, parallels the 
growth of hospitals and this, in turn, 
is related to population changes. 
These are the logical steps of devel- 
opment. But does this mean that 
every school of nursing connected 
with a growing hospital should ex- 
pand? If so, to what extent? What 
would be the probable effect upon 
quality when a school, already 
mediocre, must expand its opera- 
tions by fifty percent. There is al- 
most no chance that enlargement 
would bring about improvement, 
and perhaps the opposite would re- 
sult. And might not a school of good 
reputation and quality which 
doubles its enrollment do so at the 
cost of dilution of its faculty, com- 
promise in clinical supervision, and 
general lowering of standards? Al- 
though not intended as arguments 
against expanding hospital schools 
of nursing these theoretical points 
must, nevertheless, be borne in 
mind. 

Actually, there is very little 
choice in any given individual sit- 
uation. The decision of a hospital 
to expand its school of nursing must 
be based primarily upon the practi- 
cal and compelling need for nurses 
in the long range program of the 
hospital. The problem becomes one 
of not whether but how much ex- 
pansion should be undertaken in the 
school of nursing. 

The fact that expansion is practi- 
cally foreed upon certain hospital 
schools of nursing is adequate rea- 
son for the responsible persons to 
become well acquainted with the 


—_—_ 


Mr. Mansfield is superintendent of the 
White Cross Hospital in Columbus, Ohio. 
Presented at the annual meeting of the 
Methodist Hospital and Homes Association 
Chicago, Feb. 28, 1957. 
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basic factors associated with such 
expansion. 


Finance 


Not the least of these considera- 
tions is that of finance. It is, of 
course, impossible that this impor- 
tant factor could be overlooked in 
planning for a large school, but one 
wonders if the real financial burden 
of construction and operation of 
modern hospital schools of nursing 
is always accurately figured or com- 
pletely understood by those respon- 
sible. Everyone knows that con- 
struction costs, whether for new 
facilities or for renovation, are high. 
Not only must we consider the total 
cost of the nursing residence — the 
additional educational space re- 
quired in the hospital proper for 
conference rooms, teaching areas, 
offices, dietary space, storage, and 
laboratories is of considerable im- 
portance in overall capital cost com- 
putation. It might be enlightening to 
know that costs on new construction 
of this type today are running as 
high as $25.00 per square foot. To- 
day’s planners are providing 350 to 
475 square feet per student in nurs- 
ing residences and schools. 


Operating Costs and Data 


The preponderant factor affecting 
the growth of hospital schools of 
nursing is increased cost of opera- 
tion. There is much controversy re- 
garding the elements of cost, meth- 
ods of computing, and valuation of 
student services. Few will deny, 
however, that operation of the 
modern school of nursing is an ex- 
pensive proposition. 

Just how expensive is it? Thirty 
hospitals, operating schools of nurs- 


ing in the State of Ohio, reported 
officially to the Ohio Hospital Asso- 
ciation an average net cost, per 
student, of $963.21 for the year 
1955.1 White Cross Hospital oper- 
ated its school that same year at a 
net cost of $1517.00 per student. An- 
other hospital school with an excel- 
lent record of scholastic achieve- 
ments and high repute among Ohio 
nurse educators spent $304,000.00 
more than it received from tuition, 
fees, value of student services, and 
other credits, to educate 162 stu- 
dents. 

It is difficult but wise to resist the 
temptation, in the last example cited, 
of dividing an average Ohio R. N.’s 
salary, about $3200.00, into the $304, 
000.00 in order to determine how 
many nurses could have been em- 
ployed, had they been available. 
But, of course, they weren’t (and 
aren't) available, and that is the 
source of the dilemma. 


Organization-Personnel 


Another factor to evaluate in con- 
sidering expansion is administrative 
organization, faculty, and personnel. 
Not only are we concerned with 
quantity, but also with type and 
quality of leadership, teachers, and 
other personnel to operate the new, 
larger school. Are these persons 
available in the numbers and qual- 
ity to be required? 

Will it be likely that capable, 
trained faculty can be found to 
maintain the didactic and clinical 
programs? Over 120 budgeted ad- 
ministrative and faculty positions 
were vacant for lack of applicants at 
March 1, 1956 in Ohio schools of 
nursing.? Aside from the question 
of being able to afford them, the 
added problem of their availablity 
Please turn to pagé 65 
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NURSING FASHION NOTE 


® ALL WOMEN admit that in the 
spring their heads turn to fashion. 
This spring, however, even hospital 
administrators and trustees turned 
fashion-minded at a Tea, spon- 
sored by the Woman’s Boards, to 
present the new cap, pin and stu- 
dent uniform of the Presbyterian- 
St. Luke’s Hospital School of Nurs- 
ing in Chicago. But feminine fash- 
ion was not the only theme. The 
newly designed cap and pin always 
will designate Presbyterian-St. 
Luke’s Hospital (established by 
merging the original institutions in 
April, 1956) wherever its future 
graduate nurses may be employed. 
And in September, 1957, the first 
student nurses to wear that cap and 
student uniform will enter as fresh- 
men and become the first class to 
graduate from the new school. 

To the average layman, a nurse’s 
uniform merely indicates an occu- 
pation; the cap, if at all distinctive, 
may seem suitable but not particu- 
larly significant. Among hospital 
employees, however, the graduate 
nurse’s cap and pin represent iden- 
tification and tradition. Not the 
“old-school tie” type of emblem. 
But a symbol of professional status 
and achievement. Graduates of the 
respective Schools, St. Luke’s 
founded in 1885 and Presbyterian 


Miss Lockerby is chairman—Department of 
Communication Presbyterian-St. Luke's Hos- 
pital School of Nursing, Chicago, Illinois. 
Ed. Note: One of the problems encountered 
in the merger of St. Lukes and Presbyterian 
hospitals in Chicago was the distinctive 
nurses uniform which is traditional in every 
hospital. To overcome this an entirely new 
uniform was designed which is described 
here by Miss Florence Lockerby. 
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New Uniform Design 


by Florence K. Lockerby 


The new uniform design for 
functional usefulness. 


established in 1903, are justly proud 
of their own cap, student uniform 
and pin. (A combined total of 5,681 
nurses have been graduated from 
these Hospital Schools.) Future 
graduates of the Presbyterian-St. 
Luke’s Hospital School of Nursing 
will take great pride in such dis- 
tinguished ancestry. But they too 
will want to be identified with the 
school and hospital where they will 
have earned a diploma and been 
awarded a school pin. 

After weeks of deliberation and 
practical work, a committee of 
alumnae, students, Woman’s Boards’ 
members and faculty decided upon 
the cap, uniform and pin. In de- 
signing the uniform and cap, de- 
tails of style, function and practi- 


cality were equally vital. The dress 
is made of light grey dacron and 
trimmed with an attached white 
dacron collar and removable white 
grosgrain bow tie. The fabric is 
easily laundered and drip-dried. 
The pleated shoulder style provides 
an “action back”. The square and 
shallow organdy cap compliments 
any style of hair. As a flat square 
and detachable headband, the cap 
launders and presses easily. In 
fabric and simplicity, the cap en- 
hances the smartly tailored, slim- 
lined dress. 

The pin was created by a pro- 
fessional designer who incorporated 
symbolic details and decor of each 
of the original pins. Its shape, qua- 
trefoil, suggests the vertical and 
horizontal ovals of the Presbyterian 
and the St. Luke’s pins, respective- 
ly. The colors, blue and gold, also 
perpetuate the original decor of 
each of the pins. The following text 
will be given to each graduate when 
she receives her Presbyterian-St. 
Luke’s Hospital School of Nursing 
pin: 


“The shape of the pin is tiie 
quatrefoil, which is floral in ori- 
gin, used largely in architecture 
for stained glass windows and 
wood carvings. The four petals 
denote the four cardinal virtucs, 
namely justice, prudence, tem- 
perance and _ fortitude. 

“The contour of the quatrefcil 
frames the outline for the Latin 
Cross, seen publicly in the reign 
of Constantine the Great, the 
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first Christian Roman emperor, 
crowned in 306 A.D. The arms 
of the cross are in the trefoil 
design, suggesting the Holy Trin- 
ity. This form is known as the 
“budded cross”. 

“The Latin Cross with twelve 
or more rays of light issuing 
from the center is called the 
rayed or Easter Cross. The color 
blue connotes truth and loyalty. 
The name, ‘School of Nursing, 
Presbyterian-St. Luke’s Hospi- 
tal’, is in raised letters in lines 
paralleling the horizontal arm of 
the cross. 

“The effect of the overall de- 
sign is that of a window through 
which one glimpses the rayed 
cross, signifying life, sacrifice 
and service.” 


Joan Potter, student nurse, models 
new uniform for Mrs. John Hola- 
bird, president of the Chicago Coun- 
cil on Community Nursing, and Miss 
Edith D. Payne, director of the De- 
partment of Nursing of Presby- 
terian-St. Luke’s Hospital. 
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For 


Held ‘Uniform Tea’’ 


As a family and community af- 
fair, the uniform tea was very 
festive. The Press responded to 
personal invitations and a series of 
advance releases prepared and sent 
by The Public Relations’ Depart- 
ment. Carson, Pirie, Scott and Com- 
pany of Chicago featured a window 
display depicting the uniform by 
tracing the evolution of design ori- 
ginating in the authentic models 
worn by the student nurses at St. 
Luke’s in 1885 and Presbyterian in 
1903. A professional pianist and 
commentator, who created the 
choreography, provided musical and 
verbal background. 

To introduce the presentation, 


Carson, Pirie, Scott and Company of 
Chicago displays the new uniform 
and cap together with the original 
student uniform formerly worn at 
the St. Luke’s and Presbyterian 
Hospital Schools, respectively. 





pital Merger 


Miss Edith D. Payne, Director of 
the Presbyterian-St. Luke’s Hospi- 
tal Department of Nursing, briefly 
described the new curriculm cur- 
rently being developed by a joint 
faculty committee. This new edu- 
cational program will offer two 
years of educational instruction 
and experience and one year of 
salaried Nurse-Interneship. 

The new Presbyterian-St. Luke’s 
Hospital School of Nursing is one 
of several projects of the new Hos- 
pital’s $18,500,000 Development Pro- 
gram. A gift of $300,000 from the 
Robert McCormick Charitable Trust 
will be used to expand the School 
facilities on West Harrison Street. 
When completed, this School of 
Nursing will be one of the ten 
largest in the entire country. #8 


Mr. Norman A. Brady and Mr. 

Joseph P. Greer, administrators at 

Presbyterian and St. Luke’s Hos- 

pitals, admire new uniform worn by 

Woman’s Board member model, Mrs. 
Arlindo S. Cate. 








THE PATIENT'S 


DOLLAR BUYS... 


AT BIRMINGHAM BAPTIST HOSPITAL 


™® sO MANY TIMEs, hospital costs 
have been compared to hotel costs, 
with an unfavorable reflection on 
the hospital. Actually, there can be 
no comparison, since hotels and 
hospitals furnish entirely different 
services. 

The hospital is set up to care for 
the sick, to bring the patient back to 
good health as quickly as possible. 

Every person on the hospital staff 
has been employed for that reason; 
every piece of equipment purchased, 
every addition to hospital facilities, 
is made with the one aim, of giving 
better patient care. 

The hospital provides patient care 
24 hours a day, seven days a week. 
Certain stand-by services, which 
may not be in constant use, must be 
available instantly in case of need. 

A good percentage of the hospital 
staff are professional or technically 
trained people. 

To give good hospital care, the 
hospital employs some two people 
per patient. 

All of these services are costly. 
But they are necessary if the pa- 
tient is to receive the best of care. 


Reprinted from "The Rebel Review", bul- 
letin of Birmingham Baptist Hospitals, Bir- 
mingham, Alabama. 


And these modern services do mean 
shorter hospital stays for the pa- 
tient. 

The hospital can only provide 
these services through payment for 
cost of care. Since BBH has no 
other source of income, the hospital 
depends on its income from patients 
to meet the costs of service. 

The rates of the hospital are 
determined by the cost of providing 
patient care. The hospital is a non- 
profit institution, which means that 
all income goes back into the opera- 
tion of the hospital. Hence, the rates 
are set to insure meeting the cost of 
operation and the purchase of nec- 
essary equipment. But there is no 
surplus, which explains why the 
hospital must conduct fund raising 
campaigns for building projects. 


Personal Service 


Personal service accounts for the 
largest cost to the patient. Two- 
thirds of hospital costs today are 
pay-roll costs. Many employees are 
never seen by the patient, but con- 
tribute directly to his care. 

Patients in the hospital receive 
the benefits of a wide range of pro- 
fessional services. Nursing care is 


rendered to patients in accordance 
with their individual needs. 

Twenty-four hour service of 
meals, all scientifically planned, and 
occupancy of room and bed, pre- 
sents complex staffing and schedul- 
ing problems. 

Cost of all these services is in- 
cluded in the daily rate — as is cost 
of services of the intern or resident, 
should such services be required. 


So you can see the daily rate covers 
far more than mere occupancy of a 


room. 

Charge for certain special profes- 
sional services is made in accord- 
ance with the use. These services 
are not “extras” but are indispens- 
able to complete hospital care. They 
include laboratory tests, x-ray ex- 
aminations .and treatments, special 
drugs, anesthesia, and use of special 
facilities and equipment. 

So actually, the patient’s dollar 
stretches a long way in paying for 
the services so necessary to restore 
him to health. And because modern 
hospital care is more effective, the 
average length of stay in the hospi- 
ital has been shortened, enabling the 
patient to return to work more 
quickly. 4 
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| OPERATING ROOM 
SERVICES 


Picture shows professional services which are included in hosptial costs. Professional 
services included in the daily rate charged the patient are 24-hour nursing care, serv- 
ices of interns and residents, and scientically planned diet. Professional services for 
which charge is made according to their use include x-ray examinations and treatments, 


laboratory tests, special drugs and medications, and operating room service. 
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Sign Language 


For Surgeons 


® scALPEL! Suture! Oxygen! 

These words ring out loud and 
clear in most movie and television 
operating room scenes. 

If you visited a real operating 
room ,chances are that you would 
never hear them. 

Operations are usually done in 
complete silence. 

How does the surgeon indicate 
which instrument he wants next? 
He uses his hands and fingers. Each 
motion describes the way an instru- 
ment looks or how it is used. © 


Reprinted from the "Wesley Memo", pub- 
lication of Chicago Wesley Memorial Hos- 
pital, Chicage, Illinois. Photographs are by 
Ray Burley of the Chicago Daily News. 


HOSPITAL MANAGEMENT 















LENT 





s We, who work in the business 
side of the hospital and health 
fields, are in an anomalous posi- 
tion. We participate in what has 
been described as the fifth largest 
industry in the United States. Yet, 
this industry is unique among in- 
dustries because our entire func- 
tio: is geared toward public serv- 
ice rather than profit making. 
Otiier businesses and industries are 
organized to make money for their 
owners; we are in business to ren- 
de: public service. Not that money 
canaot be made out of the hospital 
business — some can and do make 
money out of it, but these are the 
proprietary hospitals and they are 
in ihe minority. 

Most of us who are engaged in 
hospital management or one of the 
business specialties of the hospital 
field work at it because we are ded- 
icated to public service and not 
with the expectation of getting rich. 
Indeed, the profit incentive is totally 
lacking in our field. Even if it were 
possible for us to make _ profits 
through skillful management, none 
of it can accrue or inure to any of 
us. Nor can the trustees of our hos- 
pitals or service organizations profit 
like the stockholders of a business 
enterprise. The law does not allow 
it. 

The only satisfaction that we can 
get out of doing our job well is that 
we are contributing to the produc- 
tion of the best possible care at the 
lowest possible cost. 

Every one who works in this field 
is deeply conscious of a sense of 
dedication to’ his fellow man, 
whether he be the doctor who 
diagnoses and prescribes for the pa- 
tient; the nurse; the pharmacist; 
the physical therapist; the labora- 
tory technician; the administrator 
who coordinates the facilities of the 
hospital; the hospital buyer who 
must procure that the others may 
have the proper materials with 
which to care for the patient or 
finally, the manufacturer, the dis- 
tributor, ‘or the supplier. 


_— 


Presented at the inaugural meeting of the 
National Association of Hospital Purchasing 
Agents, Chicago, April 30, 1957. 
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by Charles U. Letourneau, M.D. 


Hospital Purchasing Comes of Age 


Community of Interest 


The most attractive aspect of the 
health and hospital industry is the 
opportunity to serve mankind. 

Reflect for a moment, if you will, 
upon our community of interest and 
the ties that bind all of us who 
serve mankind! 

We, the professionals, technicians, 
administrators, manufacturers, sup- 
pliers and hospital buyers alike 
have one thing in common. We are 
not just manufacturing, or buying, 
or selling in the ordinary business 
sense. We are making a definite 
contribution to the improvement of 
the care of the sick and injured 
and we are conscious of this fact at 
all times. If we are not, we ought 
not to be working in hospitals. In- 
deed, unless we keep before us at 
all times the purpose of our ad- 
ministration, our manufacturing 
skills or our purchasing, we may 
even become a menace to the pa- 
tient. 

It is this dedication to the wel- 
fare of the sick and injured and to 
the service of mankind that sets the 
hospital purchasing agent apart 
from the ordinary purchasing agent 
in business and industry. 

It is true that a purchasing agent 
must use his skill wisely in obtain- 
ing the highest quality for the low- 
est price and in getting the asso- 
ciated benefits that go along with 
the purchase of equipment or mate- 
rials. This is the ordinary function 
of a purchasing agent, but on top 
of this important responsibility is 
one that weighs even more heavily. 
That is the consideration of whether 
or not the equipment or materials 
purchased will render maximum 
benefit to the patient in the hospital. 
For sometimes even the slightest 
edge may tip the scales of life and 
death in favor of the patient. 


Needs Delicate Judgement 


The hospital purchasing agent is 
not simply buying something for 
use in the hospital. He is participat- 
ing in the care and treatment of 
a sick or injured person whenever 
he purchases something that may be 





used directly or indirectly in the 
care of the patient. Therefore, he 
must exercise the same delicate 
judgment and discernment as does 
the hospital pharmacist who pro- 
vides nothing but drugs of the 
highest quality or the dietitian who 
selects the ingredients for the pre- 
scribed nutrition of a sick man. 

An error in judgment by a hos- 
pital purchasing agent in buying 
equipment or supplies may be just 
as fatal as an error by a technician 
in matching blood in the laboratory 
even though it may be more diffi- 
cult to pin the blame on the former. 
If there has been a failure in the 
equipment or supplies he cannot 
escape a feeling of guilt that he may 
have contributed to the fatal ter- 
mination of an illness through a 
failure to do his job well. 

It is good to note that this atti- 
tude is also to be found on the part 
of the manufacturer, the distributor, 
the drug detail man, and the sup- 
ply salesman. 

It has been said rightly that man- 
ufacturers of hospital equipment 
have contributed as much to the in- 
creased length of life, to the reduc- 
tion of hospital death, to the short- 
ening of convalescence, to the in- 
creased comfort of the patient and 
to a reduced disability as any other 
group of persons engaged in this 
field. 

The sense of drama that often 
urges the hospital purchasing agent 
is seldom found in other fields. 
There may be times when the hos- 
pital procurement officer is con- 
fronted with seemingly impossible 
requests to obtain materials be- 
cause some patient is in danger of 
death if his doctor does not have 
the right tools to work with. 

These dramatic incidents, rare 
though they be, are accepted as 
commonplace by the hospital pur- 
chasing agent. He discharges them 
with the same zeal and alacrity that 
a physician is expected to display 
when he responds to an urgent call. 
The hospital purchasing agent par- 
ticipates in the drama of life and 
death. Tonight he has been recog- 
nized as an independent person in 
the continuing fight against disease. 


49 


sm neredaterss Seren as 



















































Recognition 


With the formation of the Na- 
tional Association of Hospital Pur- 
chasing Agents, the profession of 
" procurement as a specialty in the 
health field has come of age. You 
have, this day, achieved maturity 
and by this, your declaration of in- 
dependence, you have forced recog- 
nition of your worth by your as- 
sociates. 

You must not imagine for a 
moment that the mere declaration 
that you are professionals in the 
health field will automatically make 
you so. Indeed, recognition will be 
slow in coming from your associ- 
ates. ; 

Some interested parties have al- 
ready expressed the fear that you 
may use your new-found power to 
force concessions from hospital ad- 
ministration or from the manufac- 
turers and suppliers in the health 
field. 

These need have no fears for your 
intentions have been fairly stated. 
Fear can only arise from misunder- 
standing of your motives. 

By the adoption of your articles 
of incorporation and your by-laws, 
your purposes are clear. They are 
in keeping with your dedication to 
public service and this fact alone 
should establish your good faith in 
this field. 

Undoubtedly, there will be some 
opposition to your organization. 
Whenever a specialty group in the 
medical, nursing, or health field has 
declared its independence from the 
parent body, there has been a reac- 
tion on the part of the parent be- 
cause of failure to understand and 
appreciate the aspirations of the 
new organization. 

Patience is the only answer to 
this attitude. It is an unfortunate 
characteristic of our society that 
there are almost as many associa- 
tions organized against something 
as there are to perpetuate the com- 
mon good. Your motives have been 
and are now suspect. Only by your 
actions can you demonstrate that 
your purposes are noble and that 
you have a contribution to make to 
the care of the sick and injured by 
your collective action and repre- 
sentation. 


Use Power Constructively 


Your new found power must be 
used constructively. An association 
that is not for but is, instead, or- 
ganized against something or some- 
body is a menace to society. It can 
contribute nothing to the welfare of 
the people or of the nation. It can 
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only do harm. 

Conservatives of the old order 
will undoubtedly deplore your de- 
sire to be reorganized as a group. 
Many already deplore the “splinter” 
groups that serve the hospital field. 
The history of the health field 
shows a long line of incidence of 
birth of new professional groups 
despite opposition from the old 
groups. 

In 1913 the surgeons demanded 
separate recognition as a branch of 
medicine. Thus was founded the 
American College of Surgeons. Its 
purpose was to improve the quality 
of surgery. Later, other specialties 
demanded and got recognition de- 
spite opposition. Today some 19 cer- 
tification boards in medical special- 
ties are in existence and flourishing. 
Each encountered some opposition 
in its formation. 

The same thing has occurred in 
nursing. Despite the opposition of 
the general nursing profession to 
the formation of specialists groups, 
the nurse anesthetists demanded 
and’ got recognition. The American 
Association of Nurse Anesthetists 
today numbers some 8,000 members. 
Even now, the operating room nurs- 
es have declared their indepen- 
dence. They have demanded and 
gotten recognition. These examples 
are quoted only to show that prece- 
dent is on your side. 


Show Good Faith 

A new group shows by its actions 
that it can earn a place in the pro- 
fessional hierarchy and can con- 
tribute something to the field. The 
purpose of this association, namely 
to improve the quality of purchas- 
ing in hospitals, is a noble one. If 
there is one area of management 
that does need improvement in hos- 
pitals, it is in the area of purchas- 
ing. 

The function of hospital purchas- 
ing is not too well understood even 
by some of the persons who are car- 
rying out this function at the pres- 
ent time without training or exper- 
ience. Too many purchases are 
made on the basis of price alone, on 
the basis of friendship with a sup- 
plier or manufacturer, on the basis 
of a demand of a physician or a 
nurse, or simply from sheer lack of 
understanding of the needs of the 
hospital, the doctor, and the pa- 
tients. 

A professional hospital buyer can 
save his salary many times over 
when he applies his hospital know- 
how to buying. He knows that 
whatever he buys must render sat- 
isfaction to the people who use it 
and, above all, must contribute to 


the welfare of the patient. 

The hospital purchasing agent 
must immediately gain the con- 
fidence of every one who is con- 
nected with the care and treatment 
of the patient by showing that he 
understands their needs. He must 
persuade them that this or that 
material would do the job just as 
well as some more expensive item. 
In many instances, the purchasing 
agent can show to other profes- 
sionals that a totally different, more 
costly, item would give better serv- 
ice and function more efficiently in 
the long run. 

The purchasing agent is a per- 
suader — not a debater. Convincing 
people in the hospital must be 
achieved not by argument but by 
example. The purchasing agent must 
develop human relations with his 
colleagues to the highest point. 
Whether the purchasing is to be 
done for a physician, a nurse, the 
housekeeper, the pharmacist, the 
dietitian or the office manager, it 
must be done to the complete satis- 
faction of these “customers.” 


Use: Educational Material 


Your new association has gotten 
off to a good start. It will be some 
time before you are able to develop 
all the aids, assistances and com- 
munity of interests with other hos- 
pital purchasing agents that must 
eventually come about if the associ- 
ation is to be successful. You should 
use all means at your disposal to 
promote the improvement of your 
profession. By all means, make good 
use of the materials provided by the 
National Association of Purchasing 
Agents, American Hospital Associ- 
ation, and other groups. Attend in- 
stitutes on purchasing, read the 
manuals and materials that are pre- 
pared for your guidance and even, 
if you are so inclined, take out 
personal memberships in these or- 
ganizations if you can afford the 
time and money to participate in 
them effectively. : 

Read the hospital journals — all 
of them, and absorb and abstract 
the materials that are contained in 
them. All contain information of use 
and interest to you. 

Above all, in your individual «as 
well as your group activities, re- 
member to conduct yourselves in a 
professional manner so that by your 
deeds you may show that you, too, 
contribute to the care of the patient 
and that you, too, subscrike to the 
motto of every one who participates 
in the care of patients — 

“DO YOUR JOB WELL, SOME- 
ONE’S LIFE MAY DEPEND ON 
iy a “ 
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The Reverend A. L. James, D.D., Pastor of First Baptist Church, Roanoke, 
Virginia, conducting Chapel Service over the hospital “intercom”. 


Chapel Service Through ‘Intercom’ 


™ PATIENTS IN THE hospital are 
forced to miss their Sunday services 
given by their pastors, which are so 
vital to them spiritually, mentally, 
and physically. 

We do not, as yet, provide radios 
or televisions for patient rooms, but 
we do have them on each floor 
solarium and in the. main lobby. 
Many patients did not have radios, 
and those who did were not able 
to hear their own pastors. 

It further occurred to me that a 
hospital has any number of em- 
ployees who are also forced to miss 
their services due to this period of 
coverage on Sunday morning. 

To alleviate this situation, and to 
provide our patients with this valu- 
able part of their convalescence, we 
set up a religious hour and re- 
quested all ministers in the City of 
Roanoke and vicinity, on a rotating 
basis, to provide these patients and 
employees with a twenty minute 


es 


Mr. Whyte is administrator of Burrell Me- 
morial Hospital in Roanoke, Virginia. 
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sermon each Sunday morning be- 
tween the hours of 9:00 A. M. and 
9:30 A. M. We use our “intercom” 
system as the media of transporting 
the message to the patients. Before 
and after the sermon, we play ap- 
propriate religious music to create 
the desired atmosphere. 

We received tremendous response 
to our request from the pastors in 
the vicinity who feel our idea is a 
wonderful expression of spiritual 
faith. 

From our patients, we received 
many expressions of appreciation 
for our thoughtfulness in providing 
them with this spiritual therapy 
and the privilege to hear their own 
pastors. Many of our employees 
have stopped in to pay us thanks 
for granting them the privilege of 
not having to miss their religious 
service due to their work. The doc- 
tors feel that this program will help 
to speed the mental, spiritual and 
physical recuperation of their pa- 
tients. From the community at 
large, we have received many con- 
gratulations on our genuine interest 


by H. J. Whyte 


in the “whole” patient and his gen- 
eral welfare. 

As we all well know, it is only as 
we are quiet that God can work 
through the marvelous mechanism 
of our bodies, to build, to strength- 
en, and to restore every cell, to 
energize and harmonize every 
function. All patients are very much 
in need of restoration or strength- 
ening spiritually, as well as medi- 
cally. If the patient will but be still 
and relax in God, He will do the 
rest. 


We, at Burrell Memorial Hospital, 
became quite concerned about the 
spiritual therapy that is so very 
much needed by all our patients if 
they are to receive the full benefit 
of their hospitalization. We decided 
to do something about it. 


Because of these many expres- 
sions of gratitude, we feel that we 
have grown closer to the patient, 
and to the employee, and that our 
relationship with the community, 
which is so vital, has been more 
closely cemented by this effort. # 
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American Hospital Association 
Approves Dues Increase 


= One by one, the names of the 
members of the House of Delegates 
of the American Hospital Associ- 
ation were called out by Dr. Edwin 
L. Crosby. Each delegate responded 
with a “yes” or “no”. The final 
tally: 65 in favor, 15 against. 

Thus, by a very comfortable ma- 
jority, the delegates voted approval 
of a 50 percent raise in dues for the 
next four years. Then they author- 
ized the board of trustees to enter 
into contracts for the completion of 
a 12-story headquarters building on 
Lake Shore Drive. 

Before this they had approved a 
recommendation of the board of 
trustees that “in view of the opin- 
ions of the membership in various 
parts of the country and as a result 
of the study and report of the fund- 
raising counsel,” the board of trus- 
tees defer action on a fund-raising 
campaign but continue to study its 
feasibility and report to the House 
of Delegates in September, 1957. 

They voted also to change the 
title of a bylaw amendment from 
“Special Assessment” to “Tempo- 
rary Dues Increase” (so that Vet- 
erans Hospitals, which by law can- 
not pay assessments, could be 
brought under the increase in dues) 
and to exclude from the dues in- 
crease all personal members, insti- 
tutional members, auxiliaries, hos- 
pitals under’ construction, and 
foreign hospitals. 

Another recomendation they ap- 
proved was to interpret the status of 
the temporary dues increase as be- 
ing outside the intent of the affilia- 
tion agreements between state hos- 
pital associations and the American 
Hospital Association so that the 
latter could be authorized to bill for, 
collect, and retain the full amount 
of such dues. This will provide the 
money that would otherwise have 


Miss Freeman is the author of "Hospitals 
in Action." 
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by Lucy Freeman 


been lost through the groups ex- 
cluded from the dues increase. 

With the approval of these pro- 
posals, thus closed one of the most 
important meetings in the history of 
the American Hospital Association, 
on May 18 in the ballroom of the 
Drake Hotel. Two months before 
the delegates had attended a meet- 
ing in the same place, the first spe- 
cial meeting of the House of Dele- 
gates ever called by the Associa- 
tion, to consider the adoption of an 
organized program to finance the 
new building, at that time con- 
ceived as a 17-story structure. Dele- 
gates were asked to consider (1) a 
bylaw amendment authorizing a 
restricted annual assessment on all 
members for a four-year period, 
1957 through 1960, amounting to 50 
percent of regular dues and (2) 
support of an intensive campaign 
for voluntary contributions amount- 
ing to $4,726,000 from industry, 
foundations, and individuals. 

They went home for a period of 
60 days to discuss the proposals 
with the hospitals in their state as- 
sociations. Meanwhile, officials of 
the Association toured the country, 
answering questions and getting the 
reaction of hospital leaders. 

As the delegates arrived for the 
second meeting, they were prepared 
to vote on the fund-raising cam- 
paign and the 17-story building. 
But they were promptly informed 
by Dr. Albert Snoke, president of 
the Association, that a new course 
of action had been devised. Al- 
though the fund-raising campaign 
should not be eliminated from fu- 
ture consideration, the board was 
recommending that it be deferred 
for the present. 

“The AHA must depend on its 
own immediate resources and not 
be dependent on anyone else at this 
time,” said Dr. Snoke. 

In summarizing the reactions en- 
countered by the Association offi- 


cials in the 60-day discussion period, 
he said that hospital leaders 
throughout the country were “not 
enthusiastic over a _ large-scale 
fund-raising program,” that “many 
feel this is something we ought to 
do but ask, is this the time to do it 
and the way it should be done?” 


Questionnaire 


A questionnaire sent out by the 
John Price Jones Company showed 
a lack of knowledge among indus- 
trial leaders as to the activities of 
the American Hospital Association 
and “there is no guarantee of sup- 
port without an extensive educa- 
tional campaign,” he _ explained. 
Later, in answer to a question, he 
said, “Most individuals in business, 
like U. S. Steel, the motion picture 
industry, and railroads, didn’t know 
what A.H.A. was,” and among hos- 
pital personnel and trustees “there 
is not much interest in the fund- 
raising program, there is not an en- 
thusiastic response of ‘Sure, fellows, 
let’s go’.” 

Reaction to the proposa!s 
throughout the nation, on the whole, 
was “very friendly, understanding 
and polite, even though some did 
disagree or had slight reservations,” 
he said. “The membership of the 
A.H.A. is proud of the Association, 
proud of its accomplishments and of 
its stature and wants its accom)- 
lishments to increase. There are a 
few who are against anything and 
everything we suggest. But there 
are always a few of these. Then, 
there are a few sincere supporte:s 
of A.H.A. who have profound cor- 
cerns about the direction in which 
we are going.” 

These latter ask such questiors 
as: Is the building too large? Is the 
A.H.A. expanding too rapidly? How 
far should it go with the allied 
groups? Is a national fund-raising 
program proper and appropriate? 
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Dr. Snoke said that after careful 
study it was decided that a 12- 
story building at a move-in cost of 
$7,851,000 could be financed from an 
increase in dues alone. The present 
contract calls for a five-story build- 
ing at a cost of $5,000,000. The 
temporary dues increase, providing 
90 percent of the membership dues 
are assured, would supply the addi- 
tional $3,000,000. (John Sullivan, 
comptroller of the Association, ex- 
plained that the Association now 
has three $1,150,000 loans, the first 
for 10 years, payable by 1967; the 
second, a short-term loan, must be 
paid in three installments by 1959; 
the third is to be repaid from the 
proceeds of dues in 1959-1960.) 

The Association will rent four 
floors to allied groups for $120,000 
a year rental. “We have that set 
up,’ commented Dr. Snoke. 

He summed up, “I don’t know 
where we’re going to end. I’m per- 
fectiy satisfied we’re going to have a 
17-story building someday and per- 
haps we'll need even more space. 
But we don’t want to place any bur- 
den on our children’s children now.” 

The dues increase will not apply 
beyond the four-year period; there 
is no commitment or expectation of 
its proceeding beyond that, he said. 
He pointed out that although 50 
percent increase sounds like a lot, it 
means that a 50-bed hospital would 
have an increase of only $50 a year. 

The first recommendation, to de- 
fer the fund-raising campaign, was 
unanimously approved. J. M. Daniel, 
of Columbia Hospital of Richland 
County, South Carolina, said his 
state wanted the program continued 
without interruption, and asked if 
the lack of a fund-raising campaign 
would in any way affect services to 
hospitals. Dr. Snoke replied that in 
1955 the program cost was $870,000, 
in 1957 it had risen to $1,050,000, 
and it was anticipated that it would 
increase $40,000 a year up to 1960, 
along with the construction of the 
12-story building, without the need 
for any fund-raising campaign. 

Homer E. Alberti of Winchester 
Memorial Hospital, Winchester, Vir- 
ginia, asked if there was reassur- 
ance that the estimated cost of the 
12-story building was a “realistic 
one” and he was assured the figure 
was “realistic.” 

In discussing the next recommen- 
dation, the exclusion of certain 
categories from the increase in dues, 
John L. Howell, of Carraway 
Methodist Hospital, Birmingham, 
Alabama, rose to protest the exclu- 
sion of auxiliaries. “I see no reason 
whatsoever why women’s auxiliaries 


JULY, 1957 


should not pay,” he said. “I am 
against it. I think we all should 
work together and pay the dues.” 
He was the only one who voted 
against this recommendation. 

It was Mr. Howell who reflected 
the conflict in a number of the dele- 
gates on the proposal to increase 
dues. A statement which he stood 
up and read before the vote was 
taken seemed to reach a new high 
in ambivalence. He said, reading 
trom handwritten notes: 

“I ‘would like to read the follow- 
ing points into the minutes of this 
meeting, which statement carries 
with it humility and great sincerity. 

“These points are of grave and 
serious concern to all member hos- 
pitals in the state of Alabama. 

“1. The method used by the trus- 
tees and officers to entice the dele- 
gates to a precipitous vote for the 
doubling of dues in 1954 leaves us 
with fear of similar future requests. 

“2. The apparent unrealistic and 
over-ambitious approach to the 
original concept of a 17-story build- 
ing with continued pressure to fol- 
low the original plan gives evi- 
dence of building merely a monu- 
ment. 

“3. The definite reversal of atti- 
tude concerning the handing out of 
data over the past 60 days (which 
had not been done in the past) is to 
be commended but leaves a doubt 
as to the reasoning behind such 
action. Was it prompted because 
there had been made drastic and 
inexcusable errors of judgment? Is 
there now a need for help so there 
can be a sharing of the blame for 
the action of the past two years and 
a need to share with others the 
errors which may be made in the 
future? 

“4. Our vote in the affirmative is 
not approval or a vote of confidence 
for past actions. 

“5, Our vote in the affirmative is 
not a vote to continue the present 
building committee without addi- 
tional assistance from either the 
membership or other responsible 
business advisers. 

“6. The Alabama institutions 
acknowledge and commend the 
A.H.A. for all their past work and 
wish to say ‘Well done’. 

“7. There are many hospitals in 
the state who are unalterably op- 
posed to the 50 percent assessment, 
believing they are merely a captive 
audience and raise the question of 
continued membership. 

“8 There are many administra- 
tors and trustees who have consci- 
entiously and honestly expressed 
great worry and fear as to the ap- 


parent trend of some of the A.H.A. 
trustees and officers toward a con- 
trol by a few who appear to wish 
solely to.dominate. 

“9. Our vote in the affirmative is 
merely in the interest of developing 
the association but with consider- 
able question and doubt as to the 
quality of leadership and tactics em- 
ployed.” 

As Mr. Howell sat down, Dr. 
Snoke commented, “That’s a good 
combination of kicks in the teeth 
and pats on the back.” 

Then he said, “The board has 
really tried to be responsive to the 
membership.” He then said, “I know 
—I know .... well—there has been 
no attempt to do any railroading. 
We are making sure now, with these 
60 days of scrutiny. These recom- 
mendations have been honestly de- 
veloped and forthrightly presented.” 

Charles S. Paxson, Jr., of Hahne- 
mann Medical College and Hospital 
of Philadelphia, said that the dele- 
gates in Pennsylvania had held six 
regional meetings and that of 220 
hospitals only 15 percent voluntar- 
ily agreed to go along with the pro- 
posals, over 60 percent voted “un- 
equivocably no”, 33 threatened 
withdrawal from the Association 
and 25 expressed themselves as not 
caring one way or another. 

On the other hand there were 
strong sources of support for the 
proposals. Pat N. Groner of Baptist 
Hospital, Pensacola, Florida, said 
that the hospitals in Florida were 
unanimous in supporting whatever 
dues increase was needed and en- 
dorsing the past and present leader- 
ship of the Association. 

Lawrence J. Bradley of Genesee 
Hospital, Rochester, New York, said 
that his hospitals had “squabbles” 
and “questions” about the pro- 
posals, “but we approved the 17- 
story building and I think we will 
be a little disappointed to learn 
you're backing down on _ five 
stories.” He said that, in adition to 
approval, the New York state as- 
sociation out of its own funds was 
willing to contribute $10,000 to the 
program. 

Clyde Fox of Washoe Medical 
Center, Reno, Nevada, who had 
been the most outspoken delegate 
at the March meeting when he pro- 
tested the fund-raising campaign 
now asked only why Veterans Hos- 
pitals only paid $90 a year dues 
when they were able to pay “top- 
notch salaries.” Dr. Snoke said this 
matter was being explored. 

Some delegates seemed loath to 
give up the idea of the 17-story 
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Compact Pocket Radio Pager Delivers 


Quiet Voice Message 


® SUCCESSFUL HOSPITAL OPERATION 
makes it mandatory to maintain 
constant contact with supervisory 
staff members throughout the 24- 
hour hospital day. This was not al- 
ways possible with the conventional 
type of public address system we 
have been using. Loudspeakers, 
though located throughout the 
building, cannot always be heard 
in patients’ rooms, between build- 
ings, in the chapel and on the hospi- 
tal grounds. 

The problem of quiet is also of 
paramount importance. On the 
‘afternoon and night shifts, patients’ 
rest and sleep must not be disturbed. 
Use of the public address system 
is necessarily limited during these 
hours and communication becomes 
an even more difficult problem. It 
was often necessary to telephone 
several departments before an in- 
dividual was located. 

Time, too, is an essential factor in 
the care and treatment of patients, 


Sister Maristella, O.S.F., is administrator of 
Anthony de Padua Hospital, Chicago, Ill. 


by Sister Maristella, O.S.F. 


The Pager 


since a great percentage of hospital 
work is of an emergency nature. It 
is therefore imperative that key 
personnel, doctors, nurses, chap- 
lain and others—be contacted when 
needed with a minimum of delay. 
Our recently installed radio paging 
system now makes this possible. 

The new paging system will serve 
55 paging units. Thirty are in opera- 
tion at present. In use, a paging re- 
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ceiver is clipped conveniently to the 
user’s pocket or belt. These units 
receive messages from the switch- 
board operator. Here, a convention- 
al-style dial is used to signal a spe- 
cific unit, then after waiting a 
second or two, the operator delivers 
the message. The wearer hears a 
soft “buzz,” then pushes a button to 
hear the message. 

Essentially, the system is a low- 
powered radio network. It requires 
no Federal Communications Com- 
mission license to operate, yet its 
range permits complete coverage of 
our buildings and grounds. The in- 
stallation of equipment was exceed- 
ingly simple, requiring no remodel- 
ing whatsoever. Antenna loops were 
installed inconspicuously on outside 
of building. Electronic equipment in 
a neat cabinet takes little space. 

One of the greatest advantages of 
our new radio paging system is the 
saving of time for everyone. A call 
to the switchboard and the message 
will be relayed quickly. At present, 
the hospital administrator, chief 
laboratory technician, nurses’ home 


Sr. M. Josepha, assist. adm. wears 
pager so that messages can reach 
her almost immediately. 


Switchboard operator dials code 
number which signals staff mem- 
ber, equipped with pager. 


Cabinet housing radio transmitting 
equipment. 
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Doctor attends patient secure in the knowledge his 
messages will be delivered promptly. 


supervisor, chaplain, three resident 
physicians and seven internes, nurs- 
ing service supervisor, emergency 


' room supervisor, anesthetist, house- 


keeping supervisor, supply clerk 


' and the kane service watchman are 


equipped with pager units. 


With the pager, too, there is a 
definite saving of travel. Staff mem- 
bers no longer have to go to a tele- 
phone to answer a page and receive 
a message. In most cases, they re- 
ceive their message almost instantly 
on the radio pager. Sometimes, of 
course, the message requires that 
they use the telephone, but over 90 
percent of the contacts are com- 
pleted directly over the pager. 


Most important, however, is that 
the multiple advantages of the radio 
pager lead to improvement in pa- 
tient care and treatment. Personnel 
are notified faster, they respond 
more quickly, so service and atten- 
tion can be given more swiftly. This, 
to me, is the hospital’s prime con- 
cern. 


Our aim is to equip every staff 
doctor with an individual unit which 
he will pick up at the information 
desk when he comes in for his daily 
rounds. When this is accomplished, 
further use of the public address 
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system will be unnecessary. 

The radio pager system serves an 
area approximately a half block 
square; two buildings, the annex 
and a courtyard. From the start 
there has been unanimous approval 
on the part of all personnel. The 
switchboard operators are especially 
enthusiastic about its facility in lo- 
cating people and the speed with 
which they respond to their mes- 
sages. 

Everyone has found it to be less 
nerve racking than the constant use 
of the public address system. Those 
carrying pagers are pleased because 
they are notified more quickly and 
there is never any possibility of not 
hearing or not receiving an impor- 
tant message. Also, they need not 
notify the switchboard operator of 
their whereabouts constantly even 
when they step outside the building. 

We were attracted to radio pag- 
ing because, after several years of 
shopping at conventions, watching 
paging system advertisements and 
considering an addition to our pres- 
ent public address system, it seemed 
to be just what we had been look- 
ing for. 

We answered an advertisement 
in a hospital magazine, and a repre- 
sentative proved to our complete 


Doctor steps out for fresh air and chat. If emergency 
arises he will be notified. 


satisfaction that it was simple to 
install in our buildings; could be 
used 24 hours a day, and that it 
could reach staff members instantly 
and privately. When we had decided 
to install it, a generous Ford Foun- 
dation Fund grant provided the 
money. 


We feel radio paging is a wholly 
satisfactory investment. It has def- 
initely cut down on noise. Emer- 
gencies are handled more rapidly 
without disturbing anyone not in- 
volved. It is simple to use, only a 
demonstration was required before 
wearers could handle their unit 
perfectly. 


We find, too, that maintenance of 
the radio pager units is economical. 
The units are transistorized, which 
lengthens battery life. The batteries 
last about a month in normal use 
and are simple to change. 


Present expansion plans include 
enlargement of the out-patient de- 
partment, as well as adding to the 
number of pagers available to our 
staff. When these aims are accom- 
plished, we fully expect radio pag- 
ing will prove even more valuable 
in allowing staff members to make 
full use of their time to meet the 
shifting demands of patient care. & 
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= CHIROPODY IS PLAY- 
ING an essential part in 
hospital services. In nu- 
merous cases, chiropody 
contributes much to the 
prevention of certain 
complications arising 
from various systemic 
diseases, as well as the 
palliative and corrective 
management of local 
foot complaints. Hospi- 
tals are including chirop- 
ody among their arma- 
mentaria for patient 
care. The relationship be- 
tween physician, chirop- 
odist, hospital and pa- 
tient has been harmoni- 
ous. Indeed, chiropody 
plays an important role 
in every health service. 
All hospitals should pro- 
vide an adequate chirop- 
ody service. 





Thirty Years Old 


Dr. Elliot P. Joslin, of Har- 
vard, established the first hospital 
chiropody clinic in 1927 at the New 
England Deaconess in Boston. This 
was followed shortly by Dr. William 
J. Mayo, at the Mayo Clinic 
in Rochester, Minn. Today, there 
are about 1000 private and county 
hospitals across the country, as well 
as private institutions, with staff 
affiliated chiropodists.’ Many physi- 
cians have found chiropodists are 
useful in both hospital and general 
practice. Says Dr. E. Joslin’, “I 
think the work done by chiropo- 
dists, particularly for diabetic pa- 
tients in hospitals, is invaluable 

I heartily favor the associ- 
ation of chiropodists with doctors 
and surgeons in the hospitals of the 
country”. Said Horace Gray, M.D.* 
of Los Angeles, California, “As a 
result of chiropodical vigilance . . 
at the Cedars of Lebanon Hospital 
in Los Angeles . . . the incidence 
rate was wonderfully reduced for 
hospitalization from diabetic gan- 
grene and from amputations to 27 
percent of the prior rate”. It is 


Dr. Forman is a surgeon, chiropodist and 
foot specialist in Philadelphia, Pennsylvania, 
Fellow American College of Foot Surgeons; 
Faculty Temple University School of Chi- 
ropody; Chiropodist Landenau Hospital, 
Philadelphia, Pennsylvania. 
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The Role of Chiropody 
in Hospital Services 


probably true that many more 
physicians and hospitals would con- 
sider chiropodists for hospital staff 
affiliation if the chiropodist’s train- 
ing, qualifications, scope and limita- 
tions and overall status were better 
known. In addition to the above, 
some hospitals having staff affili- 
ated chiropodists are Mt. Sinai in 
New York, Georgetown University, 
Philadelphia General, Lankenau, 
Medical College of Virginia Hos- 
pital and many others. In the New 
York Belleview Medical Clinic, 
where Dr. Howard A. Rusk is Chief 
of the Department of Physical Med- 
icine and Rehabilitation, there are 
more than thirty staff affiliated 
chiropodists.* 

Generally speaking, Chiropody, 
called Podiatry in New York State 
and Washington, D.C., is that field 
of medical specialty which con- 
cerns itself with the diagnosis, pre- 
vention and treatment of ailments 
of the foot by local, mechanical, 
physical, surgical and medical 
means. The scope of chiropody 
practice is defined somewhat differ- 
ently in each of the 48 states, with 
most states granting the right to 
perform minor foot surgery and to 
administer narcotics. In a few states, 
chiropodists are included as par- 


















































by Isadore P. Forman, D.5.C, 


ticipating doctors in Blue Shield} 
and Blue Cross Plans. In each state} 
a chiropodist must pass a State 
Board Examination before beingf™ 
granted a license to practice. Almost} 
all states have a separate Chiropody Fy 
State Board of Examiners whos ft 
members consist of physicians anf 
chiropodists or of chiropodists en-f 
tirely.. In every state, a chiropodis 
must be a graduate from an ac- > 
credited school in order to be eligi- F 
ble for examination. In addition 
several states require a one yeafp 
internship in a foot clinic or a hos- F 
pital prior to a state board ex-P 
amination. In one state a six month 
preceptorship is required in addi- 
tion. 


Six Schools 


There are six chiropody school § 
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in the United States accredited by 
the Council on Education of the 
National Association of Chiropo- 
dists. These are the California Col- 
lege of Chiropody, Chicago College 
of Chiropody, Illinois College of 
Chiropody, Ohio College of Chirop- 
ody, New York College of Podiatry 
and Temple University School of 
Chiropody. Two of these schools 
are part of a large university and 
may, in appropriate instances, share 
facuity with the medical school. 
Approximately one third of each 
faculty of all chiropody schools in 
the United States consists of physi- 
cians. Each chiropody school has a 
large out-patient foot clinic with the 
Illinois College numbering 50,000 
patient visits a year. Each student 
receives supervised clinical training 
to the extent of 548 hours in his 
junior years and 608 hours during 
his senior year. Their clinical train- 
ing further includes clinical work in 
app:oved hospitals under the super- 
visions of chiropodists and medical 
doctors. Such is the case with Tem- 
ple University Hospital, University 
of Pennsylvania Hospital and Phila- 
delphia General Hospital, all of 
which are teaching affiliates of the 
Temple University School of Chir- 
opody. 

In order for a student to become 
eligible for entrance into an ap- 
proved chiropody school, he must 
have satisfactorily completed a min- 
imum of two years of college train- 
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ing pursuant to a degree in liberal 
arts. His preprofessional training 
must include biology, inorganic 
chemistry, organic chemistry. In ad- 
dition, some states require physics 
as a chiropody prerequisite. 

The curriculum in each of the 
accredited chiropody schools con- 
sists of 4400 hours in class rooms, 
clinics and laboratories, and in- 
cludes anatomy, microbiology, bio- 
chemistry, physiology, histology, 
embryology, dermatology, neurol- 
ogy, physical therapy, roentgenol- 
ogy, orthopedics, podo-pediatrics, 
surgery, materia medica, physical 
diagnosis, internal medicine, didac- 
tic and clinical chiropody. 

In addition to these there is the 
course in hospital chiropody, given 
during the senior year so that the 
chiropodist may be better prepared 
for association with a hospital or- 
ganization. This 32 hour course of 
lectures and demonstration includes 
such material as hospital adminis- 
tration and protocol, staff structure, 
hospital ethics, admittance and dis- 
charge procedures, keeping of rec- 
ords and other related subjects. 

Upon completion of this training, 
the student is graduated and con- 
ferred the degree, D.S.C., Doctor of 
Surgical Chiropody. 


National Association 


There are at present some 7000 
practicing chiropodists, an over- 
whelming majority of whom hold 
membership in the official profes- 
sional organization and spokesman, 
The National Association of Chir- 
opodists. Membership in this associ- 
ation signifies that the chiropodist 
is a graduate of an accredited 
school and that he compiles with the 
strict code of ethical professional 
practice, since these are require- 
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ments for membership. 


An affiliated organization of the 
National Association of Chiropodists 
is the American College of Foot 
Surgeons. Fellowship in the Ameri- 
can College of Foot Surgeons indi- 
cates that the chiropodist, as a re- 
sult of post-graduate study, experi- 
ence and examination has attained 
proficiency in the field of foot 
surgery. This surgery group par- 
allels the American College of 
Surgeons in purpose and objectives 
and membership qualifications. 
Among other things, the Fellow 
Chiropodist must have been the 
responsible surgeon in at least 75 
foot surgeries and prepared a case 
history for each supported by pre- 
and postoperative x-ray studies and 
hospital records. 


Hospital Privileges 


A hospital staff may vote a chir- 
opodist privileges in his specialty.’ 
Each hospital staff must evaluate 
the particular chiropodist who ap- 
plies for hospital privileges and the 
Board of Trustees before giving 
approval to such election, should be 
sure that the hospital’s by-laws, 
rules and regulations spell out all 
facts and privileges. The chiropodist 
may be a member of the hospital ° 
staff being included in the by-laws 
under the staff heading of Allied 
Medical Specialty Group. The 
chiropodist’s scope of hospital prac- 
tice is determined by the hospital 
staff. This means that the creden- 
tials committee of a hospital should 
evaluate the chiropodist in question 
and define his privileges to the ex- 
tent of what he is qualified to per- 
form and is consistent with the state 
law. The chiropodist is not per- 
mitted to write the medical history 
or physical examination, nor check 
the heart and lungs before an an- 
esthetic. 

The Chiropody Clinic should be 
properly organized as in the case of 
other departments in the hospital. 
The chiropodist should be under the 
jurisdiction of the department of 
surgery and the medical doctor 
responsible for his activity. Wher- 
ever there are several chiropodists, 
one chiropodist should be placed in 
charge of the department. The 
chiropodist should be selected with 
same care as to character, profes- 
sional ethics, training, ability and 
operative skill as due any other 
applicant for staff affiliation. Ap- 
pointment of the chiropodist should 
be made through the governing 
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The Practice of Medicine in Hospitals 


® THE TITLE OF this discussion was 
chosen deliberately to make a sharp 
distinction between the practice of 
medicine in hospitals and the prac- 
tice of medicine by hospitals. This 
distinction is becoming increasingly 
more important as functional stud- 
ies of organs and organ systems 
using elaborate technical procedures 
are being added to the diagnostic 
and therapeutic means at the physi- 
cian’s disposal. As these new pro- 
cedures are developed, physicians 
urge that they be made available, 
and since the hospital is the logical 
center for their location and use, 
the necessary equipment must be 
purchased and the operating cost 
must be met by the hospital. The 
hospital must also find some means 
of charging for services rendered 
in performing these procedures and 
to retire the capital investment or 
_ to create depreciation reserves to 
cover replacement costs. 


The hospitals have met this chal- 
lenge by charging a fee for each 
procedure whether technical or pro- 
fessional usually without any defi- 
nite policy and most often on the 
basis of expediency. As a result, 
most hospitals are acting as agents 
for doctors in obtaining patients, are 
collecting the fees and dividing 
them with the doctors. This prac- 
tice of medicine by hospitals began 
with the development of Roentgen- 
ography, but has spread rapidly, 
for example, with pathology, elec- 
trocardiography, electroencephalog- 
raphy, and anesthesiology. 

In spite of many judicial rulings 
to the effect that only doctors, li- 
censed as individuals, may practice 
medicine, and that corporations may 
not do so, and that the charging of 
and collection of a fee for a physi- 
cian’s services constitutes the prac- 
tice of medicine, both physicians 
and hospitals have made many ar- 
rangements of doubtful legality. 
Even the American Medical Asso- 
ciation, despite the Code of Ethics 
which states specifically that a phy- 
sician may not have agents to pro- 
cure patients for him or have a mo- 
nopolistic contract, condones the 
practice if it leads to efficient op- 
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eration and neither party to the ar- 
rangement is exploited. Thus is con- 
fusion multiplied! 


Confusion By lowa Decision 


Recently a Court decision in the 
State of Iowa has reaffirmed that 
only licensed physicians may prac- 
tice medicine and has extended the 
definition of the practice of medi- 
cine to included all procedures per- 
formed by technicians, regarding 
the technicians merely as extensions 
of the mind and hand of the physi- 
cian employing them. 

If this interpretation is carried to 
its logical conclusion, what is the 
status of nurses, nurses’ aides, and 
orderlies? Are they also merely ex- 
tensions of the mind and hand of 
the physician and has the hospital 
the right to employ them? 

Because of this decision and the 
confusion engendered by it, studies 
are being made by the hospital and 
medical associations in Iowa to work 
out the details of legislation which 
will be equitable with respect to the 
hospitals, the medical profession, 
and the public and will produce a 
practical solution to the problems 
caused by the court decision. 

The following discussion may, in 
my opinion, clarify the issues and 
point to a solution. 

If we wish to maintain high grade 
hospitals and to allow the medical 
profession to develop in freedom, 
we must decide these problems on 
the basis of principles. These are: 

1. The hospital may provide the 

physical facilities, available to all 

competent physicians, and tech- 
nicians for their operation. 

2. The physician practices medi- 

cine. 

What is the practice of medicine? 
The practice of medicine consists 
in the interpretation in a patient 
of the information obtained from the 
history and physical examination, 
supplemented by that obtained by 
various technical laboratory meth- 
ods. It is this interpretation for 
which he charges and collects a fee. 
He is really selling intangible knowl- 
edge and skill, not the tangible re- 


by Milton B. Cole, M. D. 


sults of laboratory procedures. 

Let us examine a few diagnostic 
procedures in the light of this defi- 
nition. A physician orders a urinal- 
ysis, or a blood count. A report ap- 
pears on the chart. It is valueless 
until interpreted by a physician into 
the problems presented by the pa- 
tient. Likewise, an _ electrocardio- 
graph or an x-ray film is useless 
until an interpretation is integrated 
with other facts about the patient. 
A definite principle is involved here. 
The hospital should not be charged 
with practicing medicine when it 
charges for the performance of lab- 
oratory procedures without clinical 
interpretation. It is the interpreta- 
tion which constitutes the practice 
of medicine. 

With these basic principles in 
mind, what are some of the ways 
in which our problems may be 
solved? 


Department Head Administers 


Every laboratory department 
should be in charge of a qualified 
specialist who should be appointed 
by the hospital administration to 
administer the department. He 
should be responsible for training 
and supervising the technicians so 
to insure good performance. The 
hospital should charge a fee for pro- 
cedures but not for their interpre- 
tation which should be the preroga- 
tive of the professional staff of the 
department and of the hospita! in 
their capacity as consultants. They 
would send their own bills and take 
the same chance of collection as do 
all other consultants in the clinical 
branches. 

That this idea may be acceptable 
to laboratory specialists is indicated 
by an article by Dr. Warren W. 
Furey, representing the radiologists 
in a symposium entitled “Pathwlo- 
gists Speak Up on Hospital Prac- 
tice.”1 

He stated, “Recognition of the 
radiologist as a practitioner of med- 
icine with staff appointment and full 
staff privileges just as are accorded 


*Modern Hospital, November, 1956 
Please turn to page 82 
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LAST-MINUTE DELIVERY 





SPLIT-SECOND AVAILABILITY 


Which way would you want Life-saving Parenogen? 


Hospitals all over the world have put in hurried calls 
for Cutter Parenogen — the only commercially pre- 
pared human fibrinogen available. It’s the parenteral 
hemostat — specific for control of bleeding in afibrino- 
genemic conditions.* 


Cutter representatives have answered these emergen- 
cies by rushing precious Parenogen to hospital pa- 
tients, despite great distances and near-impossible 
weather conditions. 


But, even though Cutter men are always willing to 
provide this last-minute delivery service, isn’t it far 


better to have this life-saving product on hand for 
immediate use? 


Parenogen is available in one gram kits with diluent, 
reconstitution needle and administration set. It is de- 
rived from normal human plasma and is bacteriologi- 
cally sterile, non-pyrogenic, has been subjected to 
ultraviolet radiation, and remains stable under refrig- 
eration for 5 years. 


Ask your Cutter man to recommend a minimum stock 
of Parenogen for your hospital pharmacy or surgical 
supply room. 


For descriptive literature, write Dept. 41-G 


Parenogen/FiBRINOGEN (HUMAN) 


fine pharmaceuticals for 60 years 
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CUTTER LABORATORIES 


eS ER KE Le eY:) C.A EOF O RNA 


For more information, use postcard on page 109 








Who's Who 





AtFano, Dr. NicHotas F.—named 
medical director of the Medical- 
Surgical Plan of New Jersey (Blue 
Shield). He is succeeding Dr. Irv- 
ING P. BorsHer of Newark, who is 
retiring to return to private prac- 
tice, but will continue in an ad- 
visory capacity. 


AnbrEws, WILLIAM F.—administra- 
tor of the Blount Memorial Hospital 
at Maryville, Tenn., has been named 
administrator of the Wake County 
Memorial Hospital at Raleigh, 
NEG: 


ARMSTRONG, JOHN W., M.D. See 
HIsLeE notice. 


Barron, Cot. Witt1am E. See O’- 
Meara notice. 


Borczon, Rosert S.—appointed staff 
representative, council on adminis- 
trative practice of the Western 
Pennsylvania Hospital Association. 


Boucuton, Gorpon W.—appointed 
assistant administrator of Commu- 
nity Hospital, Indianapolis, Indiana. 
He is a graduate of Northwestern 
University, Chicago, Illinois. 


Bruniz, Henry R. See McComas 
notice. 


Bumcarner, Ray Q.—appointed 
manager of the VA center at Hot 
Springs, S.D. He was formerly as- 
sistant manager of the Veterans 
Administration Research Hospital in 
Chicago, Ill. He will fill the vacancy 
created by the retirement of Pau. 
A. Hatton. 


Burner, LAVErRNE C.—appointed ad- 
ministrator of Woodward Hospital, 
Sandwich, Illinois. She is a graduate 
of Northwestern University, Chi- 
cago, Illinois. 


Buttraro, Peter—has been appointed 
administrator of the new hospital at 
White Pine, Michigan. He is a grad- 
uate of Northwestern University, 
Chicago, Il. 


P. Buttaro F. L. Conklin 


Cavin, Mr. Witt1am B.—appointed 
assistant director of the Mountain- 
side Hospital, Glen Ridge and 
Montclair, New Jersey. 


ConEN, Witrrep P.—elected presi- 
dent of the North Shore Hospital, 
Manhasset, New York, to succeed 
ErnEst G. BLaAIcuH. 


CoNKLIN, REAR ADMIRAL FReEpRIC L. 
—Medical Corps, U.S. Navy, Re- 
tired, has recently been appointed 
director of the department of med- 
ical services of the Government of 
Guam. 


Cook, ArRKELL B.—former adminis- 
trator at Evanston Hospital, Evan- 
ston, Illinois, has accepted a position 
as executive director of Butterworth 
Hospital in Grand Rapids, Michigan. 


Cooper, CHarRLES—has been ap- 
pointed administrative assistant at 
the University of Texas Branch 
Hospital, Galveston, Texas. 


Crary, JAMES—appointed assistant 
administrator of Saginaw General 
Hospital, Saginaw, Michigan. He is 
a graduate of Northwestern Uni- 
versity, Chicago, Ill. 


Daut, KennetH A.—has resigned as 
administrator of the Winter Garden 
Memorial Hospital, Winter Garden, 
Florida. James McKeEtvey, Jr. 
MSHA, has been appointed to suc- 
ceed Mr. Dant as administrator. 


DaNIELSON, JOHN M.—new adminis- 
trator at Evanston Hospital, Evans- 
ton, Illinois. For the past three 
years he has been administrator at 
the North Shore Hospital, Man- 
hasset, New York. 


DaveE, Dr. CHALMER—has . been 
named manager of the Veterans 
Administration Hospital, Marion, II]. 
He will succeed Dr. E. A. WE:.cu, 
who has retired. 


DonNELLY, PauL—appointed assist- 
ant administrator of Grant Memo- 
rial Hospital, Chicago, Ill. 


Dray, Metvin—has been appointed 
director of the Jewish Home for the 
aged in St. Paul, Minnesota. He 
is a graduate of Northwestern Uni- 
versity, Chicago, Illinois. 


Durcom, ALBERT J.—executive di- 
rector of the Hospital Service Plan 
of New Jersey (Blue Cross) has 
been advanced to the post of execu- 
tive vice-president. 


Dutcuer, Mr. C. H.—has assumed 
duties as business manager at the 
Central Florida Tuberculosis Hos- 
pital, Orlando, Florida. Mr. Dutcuer 
completed 30 years Naval Service 
and retired as a Commander in the 
hospital administration corps. He 
replaces Mr. F. E. Lusk. 


Easter, Mrs. DorotrHy—formerly 
superintendent of Palmerston Gen- 
eral Hospital, has been appointed 
superintendent of the Alexandra 
Marine and General Hospital of 
Goderich, Ontario. She succeeds 
Hitpa SmitH who recently resigned. 


EvrioT, Dr. Martua M. See OEttTinc- 
ER notice. 


ERLMAN, JOHN—appointed personnel 
director of Mercy Hospital, Spring- 
field, Massachusetts. He is a gracu- 
ate of Northwestern University, 
Chicago, IIl. 


FINKBIENER, Mr. Danwin—appoinied 
to serve as administrator of the 
Health Center, Onaway, Michigan, 
on a part time basis until July 1. He 
is a graduate of the University of 
Michigan in Hospital Administva- 
tion and is now serving his intern- 
ship at the Little Traverse Hospital 
of Petoskey. 


Fotey, C. J.—publisher & editor of 
Hospital Public Relations News, will 
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be contributing editor for monthly 
public relations newsletter from the 
American Hospital Association. He 
will also continue to provide public 
relations assistance to hospitals. 


Furie, Epcar—administrative direc- 
tor, Jewish Hospital Association of 
Cincinnati, Ohio. He is a graduate 
of Northwestern University, Chi- 
cago, Ill. 


Haut, DupLEY—named assistant ad- 
ministrator, Harris Hospital, Fort 
Worth, Texas. 


HarrmMen, Harvey C.—new adminis- 
trator of Boulder Sanitarium and 
Hos»ital, Boulder, Colorado. 


Harron, Paut A. See BUMGARNER 
notice. 


Haves, JOSEPH J., JR.—new assistant 
adiiinistrator of Nazareth Hospital, 
Phi!adelphia, Penn. 


Henry, JAMEs L.—appointed admin- 
istrator to Parkview Hospital, El 
Reno, Oklahoma. He was formerly 
administrative assistant at North- 
west Texas Hospital, Amarillo, 
Texas. 


Henstey, JaAcK F. See LaNnpon no- 
tice. 





T. J. Hickey 


Hickey, THomas J.—appointed 
comptroller and director of the 
Comptroller Division of the Navy 
Bureau of Medicine and Surgery by 
the Surgeon General of the Navy, 
REAR ADMIRAL BARTHOLOMEW W. 
HOGAN. He was formerly deputy 
comptroller. 


Histe, W. LEon—has been appointed 
to the staff of Berea College as ad- 
ministrator of the Berea College 
Hospital, Berea, Kentucky. He suc- 
ceeds JoHN W. ArmstronG, M.D. 
who will continue as director of 
Student Health. 


Ho.pen, Bernarp—formerly with the 
Julius Richardson Convalescent 
Hospital of Montreal, has been ap- 
pointed administrator of the Deep 
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River Hospital, Deep River, On- 
tario, and succeeds FRreprick S. 
Woopcock. 


Horrocks, Harotp—new adminis- 
trator of the Porter Hospital, Mid- 
dlebury, Vermont. He was formerly 
at the Jewish Hospital of Brooklyn, 
and East Orange (N.J.) General 
Hospital. 


Hupcens, Rosert—has been ap- 
pointed to the Arthur Graham Glas- 
gow Chair of Hospital Administra- 
tion at the Medical College of Vir- 
ginia, Richmond, Virginia. 


Kuepzik, R. L.—has resigned as 
administrator of the Everglades 
Memorial Hospital, Pahokee, Flor- 
ida. 


Kos, Witi1am P.—appointed as- 
sistant administrator of St. Vincent 
Charity Hospital, Cleveland, Ohio. 
He has been with the hospital five 
years as business manager. 


Lanpon, ArTHUR E.—new adminis- 
trator of Asbury Hospital, Salina, 
Kansas. He will succeed Jack F. 
HENSLEY, who resigned. 


Larrick, Luoyp E., M.D.—new su- 
perintendent of Christ Hospital, 
Cincinnati, Ohio. He will succeed 
MeErrRILL F. STEELE, M.D. who is 
retiring. 


LavucGHLIn, DonaLp L.—research as- 
sociate of Hospital Council for the 
national research study of Private 
Office Practice at Hospitals, became 
administrative assistant at Abington 


Memorial Hospital, Philadelphia, 
Penn. 
Linpsay, THomas C.—appointed 


business manager of the State Crip- 
pled Chidren’s Commission, Grand 
Rapids, Michigan. He is a graduate 
of the University of Michigan. 


MacKay, JoHN—recently appointed 
as superintendent of the Peter- 
borough Civic Hospital, Peter- 
borough, Ontario. He spent some 
time a few years ago at the Toronto 
East General Hospital and has for 
some years been secretary-admin- 
istrator of the Lethbridge Municipal 
Hospital, Lethbridge, Alberta. 


MacpALENn, SistER M.—appointed as- 
sistant administrator and a nursing 
floor supervisor at St. Anthony Hos- 
pital in Columbus, Ohio. She was 
formerly administrator of St. Fran- 
cis Hospital in Cincinnati, Ohio, and 
St. Elizabeth’s in Covington, Ky. 


McComas, O. ParKer—president of 
Philip Morris, Inc., was elected 
president of the United Hospital 
Fund, New York, New York. He is 
succeeding Henry C. Brunig, who is 
retiring as president to the position 
of chairman of the board to succeed 
Epwin C. VoceEL. 


McGee, JosePpH D.—appointed as- 
sistant administrator of Sts. Mary 
and Elizabeth Hospital, Louisville, 
Ky. He is a graduate of North- 
western University, Chicago, Illinois. 


McKELvey, JAMEs JR. See DAHL no- 
tice. 


MECHTENSIMER, Eart C.—has been 
appointed administrator of the Twin 
City Hospital at Dennison, Ohio. 


Moenun, Rosert C.—appointed ad- 
ministrator of the newly formed 
National Convalescent Center in 
Milwaukee, Wisconsin. He has re- 
signed from his position as admin- 
istrative assistant at Milwaukee 
County Asylum to accept the new 
position. 


NELSON, KENNETH R., JR.—appointed 
assistant administrator of Anniston 
Memorial Hospital, Anniston, Ala- 
bama. 


Newporp, Dr. Jonn—appointed 
medical administrator of the Miners 
Memorial Hospital Association of 
Kentucky, West Virginia and Vir- 
ginia. He succeeds Dr. Frepericx D. 
Mort, who is resigning to become 
executive director of the recently 
formed Community Health Assn. of 
Detroit, Mich. 


OETTINGER, KATHERINE BROWNELL— 
new chief of the Children’s Bureau, 
Department of Health, Education 
and Welfare. She succeeds Dr. 
Martua M. E tot, who resigned. 


O’Meara, EucEeNe J.—appointed ad- 
ministrator of the Sharon General 
Hospital, Sharon, Pennsylvania. He 
succeeds C. Rosert YOUNGQUIST 
who will be administrator of Shady- 
side Hospital, Pittsburgh, Pennsyl- 
vania, to replace Cot. WiiiaM E. 
Barron, who has retired. 


Prion, Harotp J.—appointed execu- 
tive director of the Department of 
Mental Health, State of Kentucky. 
He is a graduate of Northwestern 
University, Program in Hospital 
Administration, Chicago, Illinois. 
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Post, GLapys—appointed assistant 
administrator of Indiana Medical 
Center Hospital, Indianapolis, Ind. 


Reap, StTantey K.—Northwestern 
graduate, appointed administrator of 
Huggins Hospital in Wolfeboro, New 
Hampshire. He was formerly as- 
sistant administrator at Laconia, 
New Hampshire. 


Reno, GLEN M.—has been appointed 
administrator of Menorah Hospital 
in Kansas City, Mo. He was former- 
ly administrator of Children’s Hos- 
pital in San Francisco, California. 


Srptey, Hiram—joined the Chicago 
staff of the American Hospital As- 
sociation May Ist. He will be secre- 
tary of its newly organized Council 
on Hospital Planning, Financing, 
and Community Relations. He was 
formerly CHA executive director 
and director, Program Development, 
Yale-New Haven Medical Center, 
Connecticut. 


SmitH, Hitpa. See Easter notice. 


SmitH, Lesiie R.—appointed assist- 
ant director of Harbor General 
Hospital, Torrance, California. He 
was formerly senior administrative 
assistant at the Rancho Los Amigos 
Hospital. 


STEELE, Merritt F., M.D. See Lar- 
RICK notice. 


STOPPANI, WiLt1am A.—has_ been 
appointed assistant administrator of 
the Symmes Arlington Hospital, Ar- 
lington, Mass. He was formerly the 
administrator of the Woodward 
Hospital in Sandwich, Illinois. He is 
a graduate of the Columbia Uni- 
versity course in Hospital Adminis- 
tration. 


SuppuTH, JAMEs—graduate of the 
Northwestern University Program 
in Hospital Administration, Chicago, 
Illinois, has been appointed business 
manager of the Kentucky State 
Hospital in Danville, Ky. 


Van MEtrE, JoHN C.—has been ap- 
pointed the new administrator of 
Opportunity Home and Hospital, 
Toledo, Ohio. Mr. Van METRE was 


previously administrator of the 
Northern Indiana Childrens Hos- 
pital in South Bend, Indiana. He 
succeeds SamueL Wuire, Jr., who 
resigned. 


Voce, Epwin C. See McComas no- 
tice. 
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Watt, Ricuarp T.—who formerly 
held administrative posts in a num- 
ber of North Carolina hospitals, has 
been named administrator of the 
Chesterfield County Memorial Hos- 
pital in Cheraw, South Carolina. 





Frank J. Wenter 


WENTER, FRANK—HOSPITAL MAN- 
AGEMENT, vice-president in charge 
of advertising has resigned this 
position effective July 19, 1957. 
He is leaving the hospital field to 
move to the West Coast where he 
will take over the duties of ex- 
ecutive vice-president of the 
Huddle Restaurants. 











WHITE, SAMUEL JR. See VAN METRE 
notice. 


WE cu, Dr. E. A. See DAVEE notice. 


Wooncock, FrepricK S. See HoLpEN 
notice. 


Youncauist,C. RoBert. See O’MEaRA 
notice. 





Appointed Associate 
Editor 


Helen Emerson 


HELEN Emerson has been ap- 
pointed Associate Editor of HOS- 
PITAL MANAGEMENT. Miss 
EMERSON was formerly on the 
editorial staff of the publications 
of the American Veterinary 
Medical Association and has had 
extensive experience in the edi- 
torial field. 











DEATHS 


Nell V. Beeby 


Beesy, Neti V., R. N.—internation- 
ally known nurse-editor and exec- 
utive editor of the American Jour- 
nal of Nursing Company, died at 
her home in Jackson Heights, New 
York. She was 60 years old. 


Czasa, Dr. LEo M.—orthopedic sur- 
geon and former general superin- 
tendent of the Municipal Tubercu- 
losis sanitarium, died May 8, 1957 
in St. Mary of Nazareth Hospital, 
Chicago, Illinois. 


GERTRUDE, SisteR Mary, R. N.—died 
April 13, 1957, at Sacred Heart 
Hospital, Manchester, N. H. 


McGeorce, Dr. Cuartes S.—former 
staff head of the Sewickley Valley 
Hospital, Sewickley, Pa. died May, 
4 at the Sewickley Hospital: He was 
81. 


METCALFE, Bric. GEN. RAYMOND 
FRANKLIN—died at the Army-Navy 
Hospital, Hot Springs, Arkansas. 
He was former commanding officer 
at Walter Reed Hospital in Wash- 
ington, D.C. s 


CORRECTION 

We are sorry we erroneously an- 
nounced in ‘HM’ Salutes that Foster 
G. McGaw was president of Amer- 
ican Hospital Supply Corp., Evan- 
ston, Ill. Mr. Thomas Murdough is 
the president of the Corp., and Mr. 
McGaw is chairman of the board. 

s 





® A slip or a trip can break a hip! 
Over-waxed floors and_ skidding 
scatter rugs can flip you out of cir- 
culation for a long time. 

Falls killed 20,000 persons in 196. 
Only traffic accidents took more 

Each heart beat pumps five 
ounces of blood through the body. 

Doctors’ fees have risen about 12 
percent in the last four years. z 
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Now’ OStIC plaster bandages in 


GREEN . BLUE 


Give er, a little sunshine when they need it most 





For even more fun... Give the kids 

y an- Let’s face it. A broken bone is no picnic. It memberships in the Curity * 
‘oster can make even a brave youngster mighty 
“a scared. Anything that can help you relieve HERO CLUB * 
van- . ° ° ° e ° 
“— his anxiety by imparting a little fun is much Every kid wants to be a hero...ond 
d Mr. to be desired. youngsters with broken bones really 
ard. And that’s just what new, gaily-colored are. Now you can give ‘em all a ye 

, Ostic plaster bandages do. They’re so cheer- a _< rb ie = 

ful, so light-hearted that they send tension Pp Ss rhage ae ” adges 
down, patient co-operation up. (Works for ee ee 
i Pp - box of Ostic in colors. 


adults, too!) 


And remember this: Ostic in colors is the 
a hip! same high-quality, creamy, fast-setting plas- ity 
dding ter bandage as regular white Ostic. Only thing Ut 


different is the colors—safe, non-toxic blue, PLASTER a ANDAGES 


green and red as well as white. Try Ostic in 


1956. 
andl colors soon. Pf BAUER & BLACK 3) 


five Division of The Kendall Company 
body. Other top-quality orthopedic products from Curity r 


ut 12 CURITY GYPSONA?®. .. the famous plaster bandage made of imported plaster of Paris. 
. CURITY WEBRIL®... the absorbent cast padding of surgical quality that clings to itself. 
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Medical Records 





Filing of Subpoenas 


QUESTION: When a chart is sub- 
poenaed into court does that sub- 
poena become a part of the medical 
record, or should a file be set up spe- 
cifically for subpoenas? R.A.K. 


ANSWER: If all records, reports, 
subpoenas, correspondence,  etc., 
pertaining to a specific case are filed 
in the folder for that particular pa- 
tient it always simplifies finding in- 
formation when needed in a hurry. 
Such papers are not an essential 
part of the ‘medical record and 
therefore should not be fastened 
into the folder but placed at the 
back where they may be easily re- 
moved, if the case is subpoenaed. 


Medical Audit Committee 
QUESTION: Is a medical audit com- 


mittee a requirement of the Joint 
Commission on Accreditation of Hos- 
pitals? J.O.R. 


ANSWER: A medical audit com- 
mittee is not required by the Joint 
Commission’ on Accreditation of 
Hospitals. However, they do require 
that all accredited hospitals have a 
medical record and a tissue com- 
mittee of the medical staff. These 
committees should meet at least 
monthly and submit monthly re- 
ports of their findings, in writing, 
to the executive committee of the 
medical staff of the hospital. The 
combined work of these two com- 
mittees is essentially a form of med- 
ical audit. 


Medical Reference Library 


QUESTION: Our small (80-bed) gen- 
eral hospital is shortly planning to ap- 
ply for accreditation from the Joint 
Commission on Accreditation of Hos- 
pitals and we wonder whether they 
require such a small hospital, without 
interns or residents, to maintain a 
medical reference library consisting 
of medical books and _ journals? 
F.E.W. 


ANSWER: According to the 
Standards for Hospital Accredita- 
tion a hospital desiring accreditation 
must maintain a medical reference 
library with adequate facilities, 
basic up-to-date textbooks and cur- 
rent journals available, and cata- 
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logued according to the needs of the 
individual institution, and with suf- 
ficient personnel to furnish ade- 
quate service for the medical staff. 
Thus, a small general hospital with 
basic services of medicine, surgery 
and obstetrics would not be ex- 
pected to have the size or type med- 
ical library of a large teaching hos- 
pital. 


Case Summary 


QUESTION: Does the Summary Sheet 
generally used on medical records 
suffice to meet the recommendations 
of the Joint Commission on Accredita- 
tion of Hospitals for a case summary 


as indicated in Bulletin No. 10? J.P.F. 


ANSWER: The Summary Sheet 
(face sheet) will suffice as a sum- 
mary in nonteaching hospitals pro- 
viding the following data are re- 
corded: sociological data concern- 
ing the patient sufficient to meet the 
needs of the hospital; provisional 
and final diagnoses; secondary diag- 
noses and/or complications; opera- 
tion or operations performed, if any; 
indication as to whether a consulta- 
tion was held; and condition of pa- 
tient on discharge. This record 
should be signed by the attending 
physician. 

However, in addition to a Sum- 
mary Sheet, teaching hospitals 
should have a complete summariza- 
tion of the case including the course 
of the disease, the significance of 
the laboratory tests performed, the 
general progress of, and prognosis 
for the case with a concluding state- 
ment as to whether symptoms have 
been relieved. This detailed sum- 
mary may be written or typed on a 
special sheet, or as a final discharge 
progress note and must be signed by 
the attending physician, or co- 
signed by him, if reported by an in- 
tern or resident. 


Mother's and Infant's Records 


QUESTION: Newborn infants will be 
eared for in close relationship to the 
mother’s room in our new maternity 
wing, soon to be opened. Our nursing 
staff feel that it would be more ex- 
pedient for the nurses to combine the 
notes of baby care with the record of 
mother care, into one medical record, 
rather than to separate the records of 


the mother and baby as _ heret«fore 
done in this hospital. Is such a com. 
bination of records considered accept. 


able? M. E. H. 


ANSWER: The Joint Commission 
on Accreditation of Hospitals siress 
the advisability of the unit medical 
record and this cannot be carried 
out if the records of the mother and 
baby are combined into one medical 
record as the infants may come in 
later with diseases of childhood and 
possibly later as adults. However, 
for practical purposes there is no 
reason why the two individual rec- 
ords, each with its own hospital 
number, could not be kept in one 
chart holder for the convenience of 
the nurses rendering care. Then, 
when the mother and infant are dis- 
charged the records can be easily 
separated, and each filed in its own 
folder under its own number. 


Multiple Indexing of Diagnoses 
QUESTION: Is there any way to avoid 


indexing any one case more than 
once, for the same diagnosis or oper- 
ation, when the serial-unit method of 
numbering and filing is used? J. P. R. 


ANSWER: Regardless of which 
method of numbering and filing is 
used the diagnoses and operations 
on the Summary Sheet of the med- 
ical record should always’ be 
checked, preferably with a red pen- 
cil for quick visibility, when entered 
on the disease and operation index 
cards. Unless some such method is 
used one is apt to miss entering a 
diagnosis or operation on the appro- 
priate card if called away before the 
entire case has been indexed. Thus, 
these check marks are an indication 
of how far indexing has progressed. 

With this method it is a simple 
matter to check the diagnoses on 
the preceding medical records when 
the unit or serial-unit method of 
filling is used, to determine whether 
a specific diagnosis or operation has 
been indexed during the year. If so, 
it need not be indexed again. White, 
each diagnosis should be indexed 
only once each year for the same 
patient, any new _ complications 
which have arisen, or any additional 
diagnoses made must not be over- 
looked. s 
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Continued from page 43 


arises. Perhaps in some situations a 
second level of auxiliary teaching 
personnel may function as educa- 
tional assistants to the trained fac- 
ulty in much the same manner as 
auxiliary personnel serve in the 
nursing service today. 

The added responsibility of in- 
struction, supervision, and general 
follow-through on the nursing floors 
(and specialty services) by nursing 
service personnel must not be over- 
looked. 


Recruitment 


Recruitment of potential student 
body should also be reviewed. Can 
we ‘ll the additional facilities? Many 
schools have been unable to recruit 
sufficient desirable candidates to fill 
thei: enrollments. At March 1, 1956, 
there were over 200 unfilled student 
registrations in quotas of Ohio 
schools of nursing.? New physical 
facilities will be helpful in attracting 
applicants, but will not assure that 
the school’s quota of students will 
be attained. The new or expanded 
school may appeal to girls from 
different social or economic groups. 
Additional funds for recruitment in 
new areas may be required. Perhaps 
the point has been reached where a 
part-time or full-time recruitment 
person needs to be added to our 
growing corps of hospital personnel. 


School Characteristics 


Some general changes in the na- 
ture of the school may take place 
with sizable growth. These changes 
may be direct results of increased 
size or may evolve, through design, 
from changed thinking of the hos- 
pital and school administration. The 
relationship between the director, 
faculty, and students may become 
more formal and less personal, due 
to increased distance from top to 
bottom in the organization. Certain 
procedures of the school may be- 
come more standardized and less 
flexible. 

Rules and Regulations of the 
school may have to be reviewed in 
light of growth and changed condi- 
tions. Student problems may _ in- 
crease at a rate exceeding that of 
the school’s growth, and better 
counseling and guidance programs 
may be necessary. The present stu- 
dent health program may prove in- 
adequate to handle the additional 
load. Tuition and fees will have to 
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be examined under the light of the 
new budgetary needs. 


Miscellaneous Factors 


What effect will the growth of the 
school have upon its accreditation 
status? Perhaps none, but this factor 
must be considered. Other to re- 
ceive thought are: 

1. Possible increase in legal li- 
ability of the hospital due to 
more possibilities .of error 
through more students on the 
nursing floors. 

. Possible need for higher spe- 
cialization of faculty members. 
This might make it desirable 
to send certain faculty mem- 
bers to special courses and ad- 
vanced training. 

. Possible need for affiliating 
with a college or university for 
certain aspects of the curricu- 
lum. 

. Will changes in the type of 
clinical cases cared for at the 
hospital affect the program of 
the school? (psychiatry, TB, 
etc.) 

. Can women’s auxiliary or 
guild groups asist in any way 
in the new, expanded program 
of the school? 

. Will the growth of the hospital 
and school influence the mat- 
ter of possible need for a chap- 
lain? 

. What are the other hospital 
schools and university schools 
in close proximity doing as re- 
gards expansion? 

The final decision concerning ex- 
pansion of a hospital school of nurs- 
ing must rest with governing body 
of the hospital. The decision is not 
one to be lightly taken. Careful 
study by the hospital administrator, 
school director, and other pertinent 
individuals or committees are abso- 
lutely necessary before the Board 
can arrive at its ultimate conclusion 
intelligently. a 


From official Ohio Hospital Association 
statistics, submitted under strict cost ac- 
counting formula. 


*From 1956 report of Ohio State Board of 
Nursing. 


"From 1956 report of Ohio State Board of 
Nursing. 





® Philadelphia Blue Cross paid an 
average of $108,000 a day for the 
care of subscribers to its non-profit 
plan during 1956. 


# Blue Cross Plans paid more than 
$1 billion to hospitals for the care 
of members in 1956. a 
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: Why Faucets Leak’ 


--§ out of 10 washers are fastened with 
---T00 LONG or SHORT screws. The screws 
--QUICKLY LOOSEN, thus loose washers 
-are destroyed thru grind and squeeze 


| ~of opening and closing faucets. 


34 years of research uncovers 
new solution 


--Now, NEW (Patented) ‘Sexauer’ SELF- 
', ~-LOCK Monel screws, with an imbedded 
_ --expanding NYLON PLUG, lock at the re- 
| quired depth AUTOMATICALLY — hold 
| --washers FIRMLY! 


| —Made of rustproof, non-corroding 


--MONEL, heads don’t twist off or screw 


| —slots distort. They are easy to remove 


--when necessary, can be used over and 
over. 


) -Used with NEW ‘Sexauer’ EASY-TITE 


--faucet washers, this combination out- 
lasts past faucet repairs “6 to 1”! 
--EASY-TITES are made of super-tough, 
B ony du Pont compound (neither rub- 
er nor fiber) and reinforced, like a 
tire, with a vulcanized layer of Fiber- 
-~glas, they resist distortion and splitting 
-~-from shut-off grind and squeeze. 


| The hidden costs of faucet leaks! 


Faucet leaks are costly! As authenti- 
cated by Hackensack, N. J. Water Co. 
and American Gas Association, STOP- 
PING just ONE PIN-HOLE SIZE (1/32”) 
LEAK can reduce water waste 8,000 
gal. quartérly. If a HOT WATER FAU- 
CET LEAK, water and fuel savings 
JUMP to over $7.58 QUARTERLY — 
plus additional savings on MATERIALS [| 
—LABOR—and costly FIXTURE RE- | 
PLACEMENTS! @ 

NEW SELF-LOCK screws and EASY- | 
TITE faucet washers are just TWO of 
the ‘‘SEXAUER”’ line of over 3000 


| TRIPLE-WEAR plumbing repair parts 
| and Pat'd. precision tools. 


_A “SEXAUER” Technician in your |) 
vicinity will make our NEW 126 page | 
Catalog “‘H” available. He will gladly 
consult with = regarding a SURVEY 
of your plumbing fixtures to determine 
correct repair parts required and estab- 
lish reasonable stock levels that avoid 
both overstocking and shortages —thus 
providing for efficient stock arrange- 
ment and control—all without obliga- 
tion. WRITE TODAY. 


J. A. Sexauer Mfg. Co., Inc. Dept. AF-77 
2503-05 Third Ave., New York 51, N. Y. 
Gentlemen: Please send me a copy 
of your NEW, 126 page Catalog “H.” 


My name 
Company or Institution 


City Zone .... State 








Hospitals and the Law 





by Emanuel Hayt, LL.B. 


Anesthetist Held Negligent For 
Injection Of Spinal Anesthetic 


® APPELLANT PATIENT charged ap- 
pellee Dr. Tilden with negligence 
in administering spinal anaesthesia 
to appellant in connection with an 
operation for the removal of appel- 
lant’s appendix, which operation 
was performed by appellee Dr. 
McDonald. Damages in the amount 
of $25,000 was asked. Judgment was 
rendered on the verdict directed for 
all of the appellees, the two doctors 
and the hospital association. 

At the time the spinal anaes- 
thetic was administered by Dr. 
Tilden, she was employed by the 
appellee hospital association and 
had been assigned by the hospital 
association to administer the spinal 
anaesthetic to appellant following 
the request of Dr. McDonald that 
he be furnished with a_ hospital 
anaesthetist, Dr. Tilden, a physician 
who had been practicing in her 
special field of anaesthesiology in 
Evansville, Indiana, since 1948, gave 
expert medical testimony to the ef- 
fect that in the case of a spinal 
anaesthetic the needle should be in- 
serted between the second and 
third lumbar vertebrae of the spine. 
There was, therefore, competent 
medical evidence establishing prop- 
er medical standards as to the 
proper place for the administration 
of the anaesthetic in this case. 
There was testimony that appellant 
pointed to a place in the region of 
the twelfth thoracic vertebra in 
which he believed the injection of 
the needle was made and appel- 
lant’s parents both testified that 
after the operation they saw a red 
spot on appellant’s back to the left 
of his spine and a short distance 
below his shoulder blade. 

Appellant was conscious when 
the spinal anaesthetic was admin- 
istered and at such time pain shot 
into his head and he felt as though 
he had been hit by something. Fol- 
lowing administration of the anaes- 
thetic, appellant became nauseated, 
and later his right foot and right 
leg were paralyzed and numb and 
he was unable to urinate and had 
to be catheterized. These conditions, 
in moderated form, still existed at 
the time of the trial and had existed 
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since the spinal anaesthetic was ad- 
ministered. Appellant's sleep had 
been affected: As a result of the 
spinal anaesthetic being adminis- 
tered at. the point where it was 
his spinal column was permanently 
injured. 

The trial court was bound to have 
concluded, said the appellate court, 
that a reasonable inference might 
have been drawn by the trier of 
facts, based upon competent and 
expert medical testimony and con- 
sidering the proper manner and 
method of making this injection, 
under accepted medical standards 
of reasonable care and skill, that 
Dr. Tilden, a skilled anaesthetist, 
was guilty of actionable negligence 
as charged in the complaint in mak- 
ing the injection for this spinal 
anaesthetic too high. 

“With respect to Dr. McDonald,” 
added the court, “the undisputed 
evidence showed that he was not 
present when the anaesthetic was 
administered; that he had gone into 
another room for the sterilization 
of his hands; and there is no evi- 
dence upon which a reasonable in- 
ference could be based that Dr. 
Tilden was administering such an- 
aesthetic under the control and di- 
rection of Dr. McDonald. There is 
nothing in the evidence from which 
an inference could be drawn that 
Dr. Tilden was not in complete 
charge of the giving of the anaes- 
thetic. There is no evidence from 
which any inferences could be 
drawn which would have estab- 
lished a duty on the part of the 
surgeon to object or remonstrate 
and under such circumstances the 
surgeon is not liable for the neg- 
ligence of the anaesthetist. 

“With respect to the hospital as- 
sociation, the law of the state holds 
that the duty of such a _ hospital 
corporation regarding physicians 
and surgeons. would be complied 
with by using reasonable and ordi- 
nary care to employ reasonably 
qualified, reputable, licensed physi- 
cians, and in such cases the physi- 
cians and surgeons are independent 
contractors. No claim is made in the 
record before the court that Dr. 
Tilden was not a reasonably quali- 
fied, reputable, licensed physician 
and anaesthetist. 


“Accordingly, the judgment is af- 
firmed in favor of appellee Dr, 
McDonald and the hospital associa- 
tion and. reversed as to appellee 
Dr. Tilden in favor of appellant.” 
[(Huber v. Protestant Deaconess 
Hospital Assn. etal., 133 N.E.(2d) 
864 (Ind. App. 1956) ] 


Misconduct of Patient Bars Damages 
Under Federal Tort Claims Act 


TuIs was an action by plaintiff 
for damages for personal injuries 
against the defendant, the United 
States, pursuant to the provisions of 
the Federal Tort Claims Act. Plain- 
tiff, a drug addict, was admitted to 
the Public Health Service Hospital 
at Lexington, Kentucky, owned and 
operated by defendant, as a volun- 
tary patient. Plaintiff was a patient 
in a ward for patients who had 
completely withdrawn from narcot- 
ics and were engaged in work as- 
signments for the purpose of re- 
habilitation. None of the patients in 
this ward were known to be crim- 
inally violent or psychotic. 

One night, after “lights out” and 
bed check, a fellow patient contin- 
ued to talk, to the annoyance of 
plaintiff. An argument developed 
and plaintiff, after requesting the 
other patient to keep quiet, got out 
of bed, went to the other patient's 
bed and attacked him. A scuffle en- 
sued and plaintiff was severely cut 
in the side by the other patient with 
a knife. This was a knife of the type 
used in work, as a plumber’s helper, 
being done by the other patient 
toward rehabilitation. 

Judgment was rendered for de- 
fendant. While the evidence showed 
negligence in the supervision of pa- 
tients and general administration of 
defendant’s hospital that contrib- 
uted to plaintiff's injury, it also 
clearly appeared that plaintiff, in 
complete possession of his faculties, 
physically attacked the other pa- 
tient and thus was the immediate 
and primary cause of his own in- 
jury. Under the law of Kentucky 
such conduct constituted contribu- 
tory negligence and a complete bar 
to any recovery. 

(Panella v. United States, 5CCH 
Neg. Cases 2nd 1265—USDC-—N.Y. 
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AVERAGE SERUM CONCENTRATION wG./ML. 
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LI q Ly T 
2 3 4 5 
HOURS AFTER ADMINISTRATION OF 250 Mg. DOSE 


Tetracyn V, téetracycline-phosphate buffered, 

given orally, produces "markedly higher serum 
concentrations than those obtained with tetracycline 
hydrochloride."4 


In a crossover study, Tetracyn V afforded serum 
levels higher than tetracycline hydrochloride at 
two, three and six hours, following oral 
administration.? 


Therapy with activated Tetracyn V thus provides 
a higher, faster activity level of tetracycline, 
established as outstanding in effectiveness 
and safety among broad-spectrum antibiotics. 


SUPPLIED: Capsules, each containing tetracycline equivalent to 
250 mg. tetracycline HCl, with added sodium metaphosphate. 


1. Welch, H.; Lewis, C. N.; Staffa, A. W., and Wright, W. W.: 
Antibiotic Med. & Clin. Therapy 4: 215 (April) 1957. 


TETRACYNY 


thtracgiclines-phbabhate buffered 








Court Holds Failure to X-Ray 
is Malpractice as a Matter of 
Common Knowledge 


® IN marcH 1951, plantiff William 
Friedman, age 57, was hospitalized. 
It was determined by Dr. O. W. 
Jones, Jr., a neurosurgeon, that 
plaintiff had a brain tumor. This 
was evinced by the weakness and 
awkwardness of the left side of his 
body. After Dr. Jones operated, 
plaintiff was discharged from the 
hospital in good condition and was 
improving rapidly. Sometime after 
his discharge, plaintiff suffered an 
epileptic convulsion. He was re- 
admitted to the hospital since there 
was a marked weakness on the left 
side of his body, the left arm and 
leg. The usual treatment, heat, mas- 
sage, use of walkers and other 
physiotherapy, was prescribed. Aft- 
er his release, -he suffered several 
other seizures. Witnesses testified 
that by November 21, 1951, plain- 
tiff's condition was good and he 
could walk without a cane or other 
assistance. On November 21, while 
at work, plaintiff tripped and fell, 
landing on the left side of his but- 
tocks. Dr. Davis who was hired by 
plaintiffs’ employer, took an X-ray 
of plaintiff's knee, but did not 
X-ray the hip. Defendant physi- 
cian, a qualified orthopedic surgeon, 
was called to handle the case and 
was informed of the past history 
including the brain operation. Dr. 
Davis had already prescribed a 
walker and gentle massage. De- 
fendant and Davis testified to the 
effect that plaintiff complained of 
pain only at the knee. Defendant 
diagnosed the condition as a mod- 
erately severe sprain of the inner 
ligament of the knee. Plaintiff's 
testimony, which was supported by 
the testimony of his wife and other 
evidence, was that he had never 
complained of pain around his 
knee, but had told defendant that 
his lift hip was the point of pain. 
His wife’s testimony added that she 
conferred with defendant stating 
that her husband’s left leg was 
shorter and that it should be ex- 
amined and X-rayed. Defendant 
refused, stating that it was all in her 
husband’s head. Expert medical 
testimony for the defense indicated 
that plaintiff was suffering from 
Paget’s disease which is a weaken- 
ing of the bones and could cause 
any of the conditions claimed by 
plaintiff. In plaintiff's action for 
malpractice in which he charged 
defendant with negligence in treat- 
ing, diagnosing and failing to take 


68 


x-rays of the hip, a lower court 
rendered a judgment on a jury 
verdict for defendant. On appeal, 
the decision was reversed. Although 
the lower court had correctly stated 
the general rule in instructing the 
jury that in determining the stand- 
ard of skill and care and whether it 
had been exercised, expert medical 
testimony only could be considered, 
there was prejudicial error in failing 
to instruct the jury in regard to the 
exception to the general rule. The 
exception is that where the doctor’s 
negligence can be demonstrated by 
the facts which can be evaluated by 
resort to common knowledge, ex- 
pert testimony is not required. If 
the jury had ,been properly in- 
structed, they could have found 
from plaintiff's evidence that de- 
fendant negligently failed to take 
x-rays. 

(Friedman v. Dresel,) 

(293 P. 2d 488 Cal. App.) 


Negligence of Hospital Held 
Bar to Recovery of Bill 
From Patient 


® MRS. CAIN was admitted as a pri- 
vate patient to plaintiffs hospital. 
When about to be discharged, she 
was poisoned by food negligently 
prepared by the hospital and was 
required to stay another 44 days. 
Mrs. Cain and her husband brought 
separate actions against the hospital 
to recover for her injuries, loss of 
services and medical expenses. The 
cases were consolidated for trial and 
a verdict was rendered for plaintiffs. 
No recoupment was sought or cross 
action was brought by the hospital 
at that time. Plaintiff in this suit 
sued Mr. and Mrs. Cain for the 
services rendered while she was in 
the hospital recovering from the 
food poisoning. This court affirmed 
the lower court decision stating that 
the hospital was stopped by the 
judgments in the prior action. 
Where the same facts constitute a 
ground of defense and a ground for 
a counterclaim against plaintiff's 
claim and they are only used as a 
defense, after judgment in the ac- 
tion defendant is precluded from 
maintaining an action against plain- 
tiff based on the same facts. 

(Fort Sanders Hospital Training 
School v. Cain, 6 CCH Neg. Cases 
2d 286 — Tenn.) 


No Right of Action for Injuries to 
Non-Viable Fetus in Georgia 


® ACCORDING TO the allegations of 
the petition the injuries which dam- 
aged the plaintiff were inflicted on 
August 29, 1952, and the plaintiff 


was born on April 29, 1953. Under 
the allegations of the petition the 
injuries were necessarily inflicted 
before the plaintiff became quick 
in its mother’s womb, the injuries 
having been inflicted before the 
fourth month of pregnancy. Since 
there is no statute covering such a 
right of action as is here asserted, 
the common law interpreted by the 
courts of this state control. The 
common law on this question has 
been clearly and explicitly declared 
by the Supreme Court of Georgia 
in Tucker v. Howard L. Carmichael 
& Sons, Inc., 208 Ga. 201 to be that 
an action lies in a born child when 
the injuries complained of occured 
when the child was quick in its 
mother’s womb. It is contended by 
the plaintiff in the trial court that 
the action will lie even if the in- 
juries occurred before the plaintiff 
became quick if it later became 
quick and was born alive. This 
would be an almost irresistible 
argument if we were deciding for 
the first time what the common law 
would have been in such a case 
because the only plausible answer 
to such an argument seems to be 
that the cause of action would be 
difficult to support by decisive evi- 
dence. The common law did not re- 
gard an infant as in being from the 
time of conception with respect to 
its preservation as a living being, 
but only from the time it had 
quickened in its mother’s womb. 

Since the plaintiff was not quick 
in her mother’s womb at the time of 
the injuries complained of, the court 
erred in overruling the general de- 
murrer to the petition. 

Judgment reversed and petition 
dismissed. 
(Plantation Pipe Line Co. v. Horn- 
buckle, 5 CCH Neg. Cases 2d 815 
— Ga.) 


Jury Verdict Upheld in Favor 
of Hospital Sued by Patient 
Injured by Newsboy 


® THE PLAINTIFF alleged in his de:- 
laration that he was admitted into 
the Vicksburg Hospital, which at 
that time was know as the “Luther- 
an Hospital”, on January 20, 1954, 
for a cataract operation was pe*- 
eye; that the operation was. per- 
formed on January 21, 1954, by Dr. 
Edley H. Jones; and the plaintif 
remained in the hospital for a peri- 
od of approximately three weeks 
under the care and treatment of 
Dr. Jones; that the defendant cor- 
poration, knowing the condition of 
the plaintiff and the nature of the 
operation performed on his left eye, 
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was under a duty to exercise more 
than ordinary care and to devote 
more than ordinary attention to 
him, considering the fact that he 
was highly nervous and had both 
eyes bandaged; but that the defend- 
ant corporation negligently failed 
in its duty to the plaintiff by allow- 
ing a newsboy to enter his room on 
January 27, 1954, while the plain- 
tiff was lying on the bed asleep, 
and throw a newspaper at him, 
striking him on the leg, and star- 
tling him, and causing him to jump 
or fall out of bed, as a result of 
which a stitch was broken in his 
lef: eye causing an intraocular hem- 
orriage and a permanent impair- 
ment of his eyesight. 

The defendant corporation in its 
answer admitted that the plaintiff 
was a patient in the hospital during 
the time mentioned in the plain- 
tiffs declaration, and that an opera- 
tion was performed by Dr. Jones on 
January 21, 1954, for the removal 
of » cataract from the plaintiff's left 
eye; but the defendant denied each 
and every allegation of negligence 
contained in the declaration. 

The rule is well settled that, to 
recover in an action of this kind, it 
is necessary that the plaintiff show 
not only that the defendant was 
guilty of negligence, but also that 
the negligence alleged was the 
proximate cause of the injury. And, 
in order to establish that a negligent 
act or omission was the proximate 
cause of an injury, it must be shown 
that the injury was foreseen, or that 
it reasonably should have been 
foreseen, as the natural and prob- 
able result of the negligence. 

The defendant hospital was not 
required to guard against or take 
measures to avert that which, under 
the circumstances, was not likely to 
happen, or which a reasonably pru- 
dent person under the circum- 
stances would not anticipate as like- 
ly to happen. 

Questions for the jury to decide 
were, whether, if such incident did 
occur, the defendant corporation 
and its employees were negligent in 
permitting the newsboy to enter the 
hospital room of the plaintiff, and, 
if so, whether such negligence was 
the proximate cause of the plaintiff’s 
injury. The court affirmed the ver- 
dict of the jury in favor of the de- 
fendant hospital. 

(Scoggins v. Vicksburg Hospital, 
Inc., 6 CCH Neg. Cases 2d 917 — 
Miss.) 
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Veteran Held Entitled To Damages 
For Nerve Injury Due To Pneumatic 
Tourniquet 


® AN ACTION was brought by the 
plaintiff, Peter Brown, against the 
defendant, the United States Gov- 
ernment, pursuant to the provisions 
of the Federal Tort Claims Act, for 
damages for personal injuries. 

The plaintiff, Peter Brown, a vet- 
eran, was admitted to the Kings- 
bridge Veterans Administration 
Hospital for an operation on his 
left knee joint for the purpose of 
“cleaning up” the knee joint. 

On October 4, 1951, a hospital 
orderly, Fred Prince, prepared the 
plaintiff for his operation. As a part 
of these preparations Prince applied 
a pneumatic cuff tourniquet to the 
left thigh of the plaintiff. This tour- 
niquet was defective in that the 
pressure gauge was not registering. 
Nevertheless, Prince continued to 
pump air into the tourniquet for 
some minutes before he informed 
the surgeon that the gauge was de- 
fective. The surgeon immediately 
felt the tourniquet and discovered 
it was overinflated and that exces- 
sive pressure was being applied. He 
ordered the tourniquet removed 
and the operation was carried on 
without it. 

The following day, after exami- 
nation, it was discovered that the 
plaintiff had suffered a partial pa- 
ralysis to his left leg below the 
knee, due to the damaging of the 
peroneal nerve and the posterior 
tibial nerve and the sciatic nerve. 
The damage to these nerves was 
caused by the excessive pressure 
exerted by the defective tourniquet. 
Plaintiff was fitted with a “drop 
foot spring brace”, which he con- 
tinued to wear until near the end 
of 1953. At first the paralysis to 
plaintiff's leg caused him much dis- 
comfort and interfered with his 
walking. However, at the present 
time it has improved to the extent 
that he is now able to carry on his 
normal activities with perhaps a 
slight limp upon  over-exertion. 
Plaintiff was discharged from the 
Veterans Hospital on January 22, 
1952, which was a_ considerably 
longer convalescence than he would 
normally have undergone for the 
operation he had. 

Plaintiff was held entitled to 
judgment in the amount of $2,- 
500.00. 

“Defendant’s contention that there 
was no negligence in this case we 


deem frivolous,” declared the court. 
“The contention that the tourniquet 
developed a sudden mechanical de- 
fect which could not have been dis- 
covered by the exercise of reason- 
able care, is without substance. As 
we have found and as was uncon- 
tested, the tourniquet was defec- 
tive. There is no reason to believe 
the hospital orderly exerted any 
greater care in testing it before ap- 
plication than he did in the course 
of using it. Providing a tourniquet 
in good working order for plain- 
tiff's operation was merely an ad- 
ministrative act. Failure to do so 
was actionable negligence. 
Hoptforth v. Rochester 

Hospital, 304 N. Y. 27. 


General 


“Defendant’s other contention as 
to plaintiff’s failure to prove causa- 
tion is in direct contradiction of 
their own records by their own ex- 
perts, made in contemplation of 
litigation and almost contemporane- 
ously with the accident. In that re- 
port the attending surgeon denom- 
inated the defective tourniquet and 
the resultant pressure as the cause 
of the injury to the nerves. 

“Plaintiff's money damage, how- 
ever, must be necessarily small, All 
of the special damages to date, we 
feel, have been eliminated by the 
care and compensation supplied by 
the Veterans Administration. The 
plaintiff is presently receiving 
$107.00 per month from the Veter- 
ans Administration based on a dis- 
ability of 60% which, of course, is 
subject to change at any time. In 
view of this and plaintiff's present 
condition, which will improve, little 
or no damage can be attributed to 
the future. However, plaintiff did 
endure a long convalescence with 
suffering and discomfort due to the 
negligence of the defendant. There- 
fore, taking into consideration the 
money he had already received, the 
medical care provided and plain- 
tiff’s present condition, we feel that 
the amount awarded is the most he 
is entitled to.” 

(Brown v. United States, 5 CCH 
Neg. Cases (2d) 1086-USDC-N.Y. # 





= There is an essential difference 
between public health administra- 
tion and hospital administration. In 
the former, it may be possible for 
the director to assist the assistants. 
In the latter, the assistant must as- 
sist the director. You cannot ad- 
minister a hospital by deputy, or 
transfer responsibility, along with 
activity, to others. a 








What Associations Are Doing 





Officers of The Ohio Hospital Association are (front row, left to right) Roger 
Sherman, president-elect, Children’s Hospital, Akron, Ohio; Wayne B. 
Foster, president, Holzer Hospital and Clinic, Gallipolis, Ohio; Katherine E. 
Hennessey, R.N., chairman, Southwestern District Council, Stouder Me- 
morial Hospital, Troy, Ohio; Lee S. Lanpher, treasurer, Lutheran Hospital, 
Cleveland, Ohio. 


(Standing) Harold A. Zealley, chairman, Northeastern District Council, 
Elyria Memorial Hospital, Elyria, Ohio; John C. Gettman, first vice-presi- 
dent, Memorial Hospital, Fremont, Ohio; Louis C. Rittmeyer, past president, 
Dunham Hospital, Cincinnati, Ohio; Harry C. Eader, executive director, 
Columbus, Ohio. , 


Al Lauve, president of the Louisiana Society of Hospital Pharmacists (sec- 
ond from right) receives the official pin of the American Society of Hospital 
Pharmacists from Alfred Mannino, manager, hospital department, McKesson 
& Robbins, at a recent meeting of the Louisiana organization in New Orleans. 
Mr. Mannino and Mr. Lauve are flanked by Joseph Crisalli, L.S.H.P., pro- 
gram chairman, left and Paul A. Arceneaux, manager of McKesson’s New 
Orleans Division. 
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Maryland-District of Columbia- 
Delaware 


™® DR. RUSSELL A. NELSON, director 
of Johns Hopkins University Hospi- 
tal, Baltimore, was installed as 
president of the Maryland-District 
of Columbia-Delaware Hospital As- 
sociation at its 16th annual confer- 
ence. President-elect is Victor F. 
Ludewig administrator of George 
Washington University Hospital, 
Washington, D. C. 

Other officers named for the com- 
ing year are: first vice-president, 
Wilbur C. Anderson, administrator 
of Emily Bissell Sanitorium, Wil- 
mington, Dela.; second vice-presi- 
dent (re-elected), Sister Mary 
Thomas, administrator of Mercy 
Hospital, Baltimore; third  vice- 
president, Dr. Warwick T. Brown, 
administrator of Washington Hos- 
pital Center (Emergency Hospital); 
secretary John A. Schaffer, admin- 
istrator of Washington County Hos- 
pital, Hagerstown, Md.; and treas- 
urer, Sanford Kotzen, administrator 
of Franklin Square Hospital, Balti- 
more. Richard M. Loughrey, deputy 
administrator of Washington Hos- 
pital Center (Garfield ‘Memorial 
Hospital), was elected to the Board 
of Trustees. 

C. Parker Sheppard, who had 
served the association as treasurer 
since its inception, was given a ris- 
ing vote of thanks. He is comptrol- 
ler of Lutheran Hospital, Baltimore. 

A record attendance of 2,510 was 
established for this meeting — the 
second time in which a three-day 
convention has been held. 

Retiring president, Glenn A. 
Fisher, administrator of Nanticoke 
Memorial Hospital, Seaford, Dela, 
automatically becomes a member 
of the Board of Trustees for the 
coming year. 


Asheville, N. C. 


@ SISTER MARY JAMES, administrator 
of St. Joseph’s Hospital at Asheville, 
N. C., has been elected chairman of 
the Asheville Hospital Council. 

Other officers named for the com- 
ing year are: W. W. Lowrance, ad- 
ministrator of Memorial Mission, 
vice chairman; and Miss Pauline 
Powell, superintendent of Asheville 
Orthopedic, secretary. 
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Sister Mary John Selected as 
Hospital Pharmacist of the Year 


s Sister Mary John, chief pharma- 
cist at Mercy hospital, Toledo, Ohio, 
was presented recently with a hand- 
made, three-tiered apothecary globe 
by Owens-Illinois Glass Company 
in honor of her selection as “hos- 
pital pharmacist of the year” by the 
American Society of Hospital Phar- 
macists. 

In connection with this selection, 
Sister Mary John, nationally known 


Sister Mary John, chief pharmacist 
at Mercy Hospital, Toledo, Ohio, re- 
ceives the apothecary globe, which 
bears an engraved commemorative 
message, from Joseph Geagan of 
Owens-Illinois Glass Company. 


in pharmacy circles, received the 
Harvey A. K. Whitney Lecture 
Award, at the recent meeting of the 
ASHP held in conjunction with the 
national convention of the Amer- 
ican Pharmaceutical Association in 
New York city. 


Kentucky 


® NEW OFFICERS of the Kentucky 
Hospital Association are: William 
S. Murphy, administrator, Good Sa- 
maritan Hospital, Lexington, Ky., 
president; Walter Chesnut, business 
manager, State Tuberculosis Hos- 
pital, Madisonville, president-elect; 
Walter Byers, Jennie Stuart Memo- 
rial Hospital, Hopkinsville, past 
president; and Brigadier Alvena H. 
Wood, administrator, William Booth 
Memorial Hospital, Covington, 
treasurer. 


Rhode Island 


® NEW OFFICERS OF THE Hospital 
Association of Rhode Island are I. 
Herbert Sheffer, M.D., executive di- 
rector, Miriam Hospital, Providence, 
president; Reverend Stephen K. 
Callahan, Bishop’s Secretary for 
Hospitals, North Providence, vice- 
president; Nicholas E. Janson, Busi- 
ness Manager, State Hospital for 
Mental Diseases, Howard, treasurer. 
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American Public Health Association 


® NEW OFFICERS of the American 
Public Health Association are: 

John W. Knutson, D.D.S., As- 
sistant Surgeon General and Chief 
Dental Officer, Public Health Serv- 
ice, Washington, D.C., president; 
Roy J. Morton, C.E., Supervisor, 
Waste Disposal Unit, Health Physics 
Division, Oak Ridge National Lab- 
oratory, president-elect; Lawrence 
J. Peterson, M.S.P.H., Director of 
Health, Idaho Department of 
Health, Boise, Chairman of the ex- 
ecutive board; Charles Glen King, 
Ph.D., Scientific Director, Nutrition 


Foundation, Inc., New York City, 
treasurer. Reginald M. Atwater, 
M.D., is executive secretary of this 
professional public health group. 


Florida 

™ THE FLORIDA HOSPITAL Association 
has just completed its 29th annual 
meeting with more than 400 persons 
in attendance. Meeting jointly with 
the F.H.A., were the Association of 
Florida Hospital Auxiliaries, the 
Florida Association of Medical Rec- 
ord Librarians, the Florida Associa- 
tion of Nurse Anesthetists and the 
Florida Society of Hospital Phar- 
macists. 
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new interchangeable 
Head Rest accessory 


new Prone-Lift 
accessory 


SEE YOUR MEDICAL SUPPLY 
DEALER OR WRITE Dept. F 


That's because PORTO-LIFT's 
simple, finger-tip hydraulic con- 
trols eliminate the old fashioned, 


physical strain of invalid moving. 


It's so much easier on attendants 
. . . so safe, smooth and gentle 
for the patient. 

For a time and labor-saver that 
will pay for itself in daily use, 
make it a point to look into 
PORTO-LIFT 


PATIENT LIFTING © THERAPY © REHABILITATION 


For more information, use postcard on page 109 








NATIONAL ASSOCIATION OF 


™ THE FORMATION of a new organi- 
zation to represent hospital pur- 
chasing agents in the United States 
was announced on April 30 at a 
special dinner meeting sponsored 
by the Hospital Purchasing Asso- 
ciation of Chicago. This is the Na- 
tional Association of Hospital Pur- 
chasing Agents. Mr. Fred J. O’Con- 
nor, L.L.M., J.D., Counsel for the 
Association and lecturer in legal as- 
pects of hospital administration at 


Jack Dillman brings good wishes of 

the American Hospital Association. 

Left, Allen Jacobson; right, Ev 
Jones. 


Northwestern University announced 
that the new association had ob- 
tained a charter in the State of Illi- 
nois. 

The new association fulfills a 
long felt need in the hospital field. 
Active, regional and local groups 
of purchasing agents have been 
working hard to improve standards 
and to gain recognition for their 
professional work but many felt 
that this did not meet the needs for 
correlation of ideas and exchange 
of information on a national level. 

Main sponsors of the new asso- 
ciation are the Texas State and Chi- 
cago Area Purchasing Agents As- 
sociations. 

Thé first officers of the new or- 

ganization are: 

President — Edward W. 
Gehrke, Director of Procure- 
ment and Supplies, Baylor Uni- 
versity Hospital, Dallas, Texas; 

Vice-President - Chicago Re- 
gional — Harold Springer, Di- 
rector of Purchases, Presbyter- 
ian-St. Luke’s Hospital, Chicago, 
Illinois; 


Left to right, Edward Olson, Sol Singerman, Orpha Daly Mohr, Edward W. 
Gehrke, Allen B. Jacobson, Harold Springer, Fred J. O’Connor. 
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Secretary-Treasurer — Mrs, 
Orpha Daly Mohr, Purchasing 
Agent, Chicago Wesley Memorial 
Hospital, Chicago, Illinois. 

National Directors for the Chi- 
cago area are: 

Sol Singerman — Director of 
Purchases, Michael Reese Hos- 
pital, Chicago, Illinois; 


Edward W. Gehrke 


Edward Olson — Purchasing 
Agent, Swedish Covenant Hos- 
pital, Chicago, Illinois; 

Allen B. Jacobson — Purchas- 
ing Agent, Mount Sinai Hospital, 
Chicago, Illinois. 


Fred J. O’Connor 


The Texas Area officers are to be 
elected at the Texas Association’s 
Annual meeting. 

The purposes of the National As- 
sociation of Hospital Purchas'ng 
Agents are to foster and promote 
exchange of ideas and cooperation 
among its members, to develop and 
apply more efficient purchasing 
methods and practices; to correct 
and disseminate information of 
benefit to its members regarding: 
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HOSPITAL PURCHASING AGENTS 


(a) Fundamental market and 
procurement. 

(b) Manufacturing processes. 

(c) Sources of supply and dis- 
tribution. 

(d) Product research. 


Everett Jones 


The need for teaching and cor- 
related materials for hospital pur- 
chasing officers and other educa- 
tional facilities in the field of hos- 
pital purchasing has existed for a 
long time. Because of this lack of 


Charles U. Letourneau, M.D. 


materials, a new person coming into 
the field of hospital purchasing, as 
well as persons already in the field, 
have had to learn largely via the 
trial and error method, which is 
often a costly and may be a hazar- 
dous procedure for the hospitals. 

(e) Correct trade abuses. 

(f) Encourage the institution of 
courses in schools and col- 
leges for the practical train- 
ing of purchasing agents. 

(g) Strive to be of more value 
to management. 
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The new association has also 
placed restrictions upon its pur- 
poses. The discussion of confidential 
prices and confidential information 
will not be countenanced in the 
meetings. The purpose of the asso- 
ciation is not to establish a buy- 
ing group but to promote the pro- 
fessional aspect of purchasing. 

Seven states were represented at 
the inaugural meeting. These were 
Florida, Texas, Ohio, Michigan, 
Indiana, Wisconsin and _ Illinois. 

Presiding at the inaugural dinner 
was Mrs. Orpha Daly Mohr, Chair- 
man of the Purchasing Section of 
the Tri-State Assembly, and pur- 
chasing editor of HOSPITAL MAN- 
AGEMENT magazine. Guests at the 
head table, in addition to the na- 
tional officers, included: 

Mr. Ralph M. Houston, Super- 

intendent, Chicago Wesley Me- 

morial Hospital; Martin Mix, Di- 

rector of Purchases, Henry Ford 

Hospital, Detroit, Michigan; Ev- 

erett Jones, Hospital Consultant 

and technical advisor to the Mod- 
ern Hospital Publishing Com- 
pany; Jack Dillman, Staff repre- 
sentative, American Hospital As- 
sociation; Monroe Title, Assistant 


Director, The Brent General Hos- 
pital, Detroit, Michigan; Marvin 
Schumann, Administrative As- 
sistant, the William Beaumont 
Hospital, Royal Oak, Michigan; 
Fred J. O’Connor, Counsel for 
the Association, and Dr. Charles 
U. Letourneau, Director of the 
Program in Hospital Administra- 
tion at Northwestern University 
and Editorial Director of HOS- 
PITAL MANAGEMENT maga- 
zine who was the guest speaker 
for the occasion. a 


Orpha Mohr presided at the kick-off 
dinner. Left, Fred O’Connor; right, 
Dr. Charles Letourneau 


Inaugural dinner of the National Association of Hospital Purchasing Agents 
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Sister Mary Eustelle, administrator 
of St. Charles Hospital, Toledo, 
Ohio, receives the grand award 
plaque from J. Maynard Dickerson, 
vice-chairman of the Industrial 
Commission of Ohio for a perfect 
safety record during 1956. 


Toledo Hospital Wins 
Safety Award 


= St. Charles Hospital, Toledo, 
Ohio, recently was awarded the an- 
nual grand award of the Ohio Hos- 
pital Association and Industrial 
Commission of Ohio for a perfect 


safety record during 1956 over all 
other hospitals in the state. St. 
Charles had a total of 606,409 man 
hours worked without a lost-time 
accident, and in addition was given 
the achievement and group awards 
in safety for leading their hospital 
employment group, and bettering 
the record over 1955. & 


Western. Pennsylvania 


® GEORGE W. BROOKS, former direc- 
tor of Rest Haven Hospital in Chi- 
cago, Assistant Director of Beth- 
Israel Hospital in Boston and most 
recently associated with the Hospi- 
tal Council of Greater New York, 
has been appoihted to the staff of 
the Hospital Council of Western 
Pennsylvania as Research Associ- 
ate. Mr. Brooks will direct the sur- 
vey to be conducted by the Hospi- 
tal Council seeking answers to 
questions concerning existing hos- 
pital facilities, services, charges to 
patients, employees, salaries, oper- 
ating costs, courses of income as 
well as compiling other hospital in- 
formation. The survey is being con- 
ducted under a grant of $20,000 
from The Pittsburgh Foundation. # 


Louisiana 


™ DR. JOHN C. MACKENZIE, director, 
Touro Infirmary, New Orleans, was 
installed as president succeeding 
Herman L. Herold, administrator, 
North Louisiana Sanitarium, 


John C. idedanide 


Shreveport. Mr. Freeman E. May, 
administrator, Baptist Hospital, Al- 
exandria, was elected president- 
elect. « 


Alabama 


™ NEW OFFICERS of the Alabama 
Hospital Association are: Frank 
Bynum, president; Dick Cavaleri, 
president-elect; Pete Bramlett, 
vice-president; Ernest Williams, 
treasurer; and Bill Brown and Don 
Harms, Board of Trustees. Douglas 
Goode is immediate past president. 
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y) STAINLESS STEEL 
> 


Size Utility Truck and it pays for itself in less than a year. 
You KNOW you'll save much more, using them for heavy- 
duty utility use as serving and dish trucks . . . for handling 
. any work that can be put on 
so start using LAKESIDE now! 


MODEL 444—21 x 35” shelves, 5” caster wheels, 


equipment and supplies . . 
wheels .. . 


500 |b. capacity 


MODEL 459—21 x 50” shelves, 5” caster wheels, 


500 Ib. capacity 


FOB Milwaukee, slightly higher in West. See your dealer or write today. 


LAKESIDE MFG. Inc. 


LAKESIDE 


Save only 13 min- 
utes a day with 
Model 444 King- 


$ 98.25 


$129.00 


1974 S. ALLIS STREET 
MILWAUKEE 7, WIS. 





For more information, use postcard on page 109 


Institutions — Schools — Hospitals — 

Industrial Plants — Hotels — Caterers — 

Camps — Air Lines — Government — Civil 
Defense — Commercial Feeding Operations. 


THE “AERVOID” CENTRAL KITCHEN 
SYSTEM HAS PROVED ITS WORTH 
IN ALL FIELDS OF MASS-FEEDING 


AerVoiDs provide . . 
Sanitary V. i 
A positive Health Safeguard! 


To-day’s “Modern” trend toward 
centralization of food preparation is a 
milestone toward Economy, Better 
Quality and Higher Sanitary Standards. 

Into this new picture nothing fits like 
AerVoiD’s Portable, Stainless-Steel, 
High-Vacuum Insulated, food, soup and 
liquid Carrier-Dispensers. AerVoils 
alone provide the proven quality and 
durability to survive under rough 
usage, spreading their cost over a 
long period of uninterrupted service. 
All AerVoiD Equipment, so indicated 
in our specifications is ‘In Compliance” 
with the sanitary construction requite- 
ments of the U. S. Public Health Service 
Ordinances and Codes. 


Write for FREE Literature Kit HM-0? 
Our Consulting Service is also FREE 





VACUUM CAN COMPANY 
19 South Hoyne Avenue, Chicago 12, Illinois 


A=VoD 


Coffee and Beverage Carrier-Dispensers 


Vacuum Quaubatea 


Hot or Cold Food, Soup, Milk, 
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patient feel like a king 


thie [homo room by Simmons 


Here’s the kind of room that can give a big boost 
to a patient’s morale—and to the prestige of 
your hospital. With its warm, friendly Theme 
furniture, it looks like a luxurious guest room. 
And it fosters patient-hospital relations because 
it makes important patients glad to recommend 
your hospital. 

But let’s be practical, too. The mellow-grained 
Sable Textolite on all case and table tops, as 
well as on drawer fronts, resists damage from 
scratches or spilled liquids. The sturdiness of 
steel defies long years of hospital use—requires 
the very minimum of upkeep. 


SIMMONS COMPANY 





And the motorized Vari-Hite bed itself is a 
marvel of effortless operation, thanks to the 
efficient motor that raises or lowers bed height at: 
the touch of a finger. Naturally, it’s approved by 
the Underwriters’ Laboratories and is equipped 
with the famous Hospital Beautyrest* mattress. 


* * * 


Theme unit furniture, designed by Raymond Spilman, 
S.I.D., allows you to design furniture to fit every 
patient room or public seating area. Your Simmons 
agent or nearby Simmons office is always ready with 
advice based on nationwide hospital experience. 


DISPLAY ROOMS: 
Chicago *« New York « San Francisco 


*Trade Mark Reg. U.S. Patent Office 


Atlanta « Dallas * Columbus « Los Angeles 


Haue Confidence with Continental 


Quality OXYGEN EQUIPMENT and Accessories 


For Emergency: 
“Wester Reserue” RESUSCITATOR 


Completely portable, using thumb size cylinders of oxy- 
gen. Immediately available. Ideal for use in transit within 
and outside hospital. Simple operation. Low cost. 


eee $89.50 


For Protection: 
“Bechman" ANALYZER 


Compact and portable. 
Immediate complete reading. 
Entirely automatic. 


a” 


For Therapy: 
“Continentalair” OXYGEN TENT 


with AUTOMATIC FILTER of AIRBORNE IRRITANTS 


THE PATIENT’S CHOICE! 
For Long Time Care. 

Comfort is assured ... cool clean air gives sense of 
well-being, promotes rest. 

Relaxation Achieved ... freedom of movement and 
change of position counteracts tension. 


Anxiety Relieved ... normal personal appearance... 
no masks or catheters ... clear view of sur- 
roundings affords reassurance. 


.. —” 


CONTINENTAL HOSPITAL SERVICE, INC. 


18624 DETROIT AVENUE CLEVELAND 7, OHIO 


For more information, use postcard on page 109 





Officer Election Announced 
at NLN Biennial Convention 


The following officers and com- 
mittee members of four Councils of 
the National League for Nursing 
were elected at the third biennial 
convention of the League held in 
Chicago. 


Council of Member Agencies of the 
Department of Baccalaureate and 
Higher Degree Programs 


Chairman: Mildred Newton, di- 
rector, School of Nursing, Ohio 
State University 

Vice-Chairman: Loretta Heid- 
gerken, acting dean, Catholic Uni- 
versity of America 


Council on Maternal and Child 
Health Nursing Steering Committee 


Chairman: Margaret W. Thomas, 
regional nursing consultant, Chil- 
dren’s Bureau, DHEW Region VI 

Vice-Chairman: Kathryn A. Ro- 
beson, associate professor in public 
health nursing, University of Michi- 
gan School of Public Health 

teering Committee: Florence 
Erickson, associate professor and 
chairman of the Department of Pe- 
diatric Nursing, University of Pitts- 
burgh; Grace M. McFadden, con- 
sultant, New York City Department 
of Health; Anna Hjelle, assistant 
professor of maternity nursing, 


Randolph Hinch of the American Sterilizer Company receiving Hospital 


University of California Medical 
Center 


Council on Occupational Health 
Nursing Steering Committee 


Vice-Chairman: Mrs. Theresa M. 
Gorman, head nurse, American Can 
Company, 

Nurse Member: Ruth Matthews, 
occupational health nurse, St. Paul 
Fire and -Marine Insurance Com- 
pany 

Committee Member: Dr. O. Tod 
Mallery, Jr., medical director, Em- 
ployers Mutual of Wausau, Wiscon- 
sin 
Council on Psychiatric and Mental 
Health Nursing Steering Committee 


Vice-Chairman: Alice Herzig, 
mental health consultant nurse, 
DHEW, Public Health Service, Re- 
gion VII, Dallas 

Committee Members: Harriet M. 
Kandler, director of nursing and 
principal of School of Nursing, Mas- 
sachusetts Health Center; Yvonne 
Norquist, psychiatric nursing edu- 
cation supervisor, Fergus Falls 
State Hospital, Minnesota. 

& 

Carry only as much as you can 
see over. When you block your 
vision you might as well be blind- 
folded. If the load’s too big, make 
two trips. 


Thee Swing// 
to BREWER, 
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\ BREWER ) 


Y Firat 


More and more budgetwise buyers 
specify Brewer Chrome-plated hospital 
and surgical equipment. They get 
quality, beauty, ruggedness, easy-main- 
tenance at a fraction of the cost of 
stainless steel or aluminum. Brewer 
Chrome (using stainless only where 
really needed, for exposure to high tem- 
peratures or acids) offers a wonderful 
new concept of economy with no loss 
of beauty or utility. It's a complete line. 
For details contact your hospital supply 
dealer today. 





No. 1332 TOE-TIP 
CONTROL LINEN 
HAMPER. Provides 
much-needed facility 
at reasonable cost. 
Designed at request 
of a leading hospital. 


No. 1470 OVERBED No. 1480 CHROME 


Industries’ Association award for the outstanding technical exhibit at the 
New England Hospital Assembly from Dr. Reo J. Marcotte, New England 
Hospital Assembly Exhibit Manager. 

Standing, from left to right, are Charles Hobbs, Baxter Laboratories, 
Inc.; Dr. Marcotte; James G. Dyett, President, H.I.A.; Mr. Hinch; Donald 
Mulligan, Dictaphone Corporation. 

Baxter Laboratories and Dictaphone Corporation both received honor- 
able mention in the technical awards competition. 

The winning booths were selected by a committee of judges representing 
the New England Hospital Assembly. The competition is an annual event 
sponsored by Hospital Industries’ Association. 
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TABLE: Designed for 
rough usage. Ideal 
where both beauty 
and function count. 
Adjustable. Fireproof, 
alcohol proof top. 


COMMODE: Beauti- 
ful chrome plate with 
white enamel wood- 
en seat and remov- 
able container. 


* AVAILABLE FROM YOUR 
HOSPITAL SUPPLY DEALER 


MFD. By E. F. BRE 
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Central Service 





by Mary Helen Anderson, R.N. 


TRI-SSTATE ASSEMBLY 


™ FOR SOME YEARS the Tri-State 
Hospital Assembly has included a 
section for those who are interested 
in Central Sterile Supply Service. 
Several hundred attended the two- 
session meeting this May in the 
Palmer House in Chicago. For 
those of our reader family who 
could not attend, we would like to 
outline some of the highlights. 

The speakers’ platform on the 
first day was shared by Mr. T. N. 
Silzer, Personnel Director of John- 
son and Johnson, and Mr. William 
D. M. Snell, Assistant Chief Engi- 
neer, Henrotin Hospital, Chicago. 
Mr. Silzer discussed a practical ap- 
plication of training techniques in 
the Central Service Department. To 
assist in this presentation, he 
brought with him Mr. McBride of 
the Training Department who in- 
troduced the Laws of Learning: * 

1. Learning must be motivated. 

2. Learner responds to meaning- 

ful material. 

3. Learner does best when he is 

“set.” 

4. Learning involves activity of 

the learner, both physical and 

mental. 

5. Teach the right way the first 

time. 

6. Use all the avenues to learn- 

ing. 

7. Let the learner perform. 

8. Repetition is a spur to learn- 

ing. 

9. Learning should be distrib- 

uted. 

10. Learning should be realistic. 


*From the Joh 
Manual 


and Joh 





Training 


11. Satisfy learners interest in 

results. 

12. Give reassurance. 

Mr. Silzer took another page from 
the Training Manual and outlined 
the sure-fire “How to Instruct” pro- 
gram for teaching manual skills: 


Step One-——Prepare the Worker 


Put him at ease. 

State the job and find out 
what he already knows about 
it. 

Get him interested in learning 
the job. 

Place in correct position. 


Step Two—Present the Operation 


Tell, show, and illustrate one 
important step at a time. 
Stress each Key Point. 
Instruct clearly, completely, 
and patiently, but no more 
than he can master. 


Step Three—Try Out Performance 
Have him to the job—correct 
errors. 

Have him explain each Key 
Point to you as he does the 
job again. 

Make sure he understands. 
Continue until YOU know HE 
knows. 


Step Four—Follow Up 


Put him on his own. Designate 
to whom he goes for help. 
Check frequently. Encourage 
questions. 

Taper off extra coaching and 
close follow-up. 


If the Worker Hasn't Learned, 
The Instructor Hasn't Taught 


Mr. Snell discussed the need for 
a preventative maintenance pro- 
gram, a practical approach to es- 
tablishment of such a program, and 
the pitfalls that may be in the path 
of a purchased maintenance service. 
He explained the importance of a 
well-organized maintenance staff 
with specialized training for spe- 
cific equipment such as autoclaves, 
and sterilizers. He brought out that 
repairs and adjustments should be 
handled by people “in the know’ 
and warned against the dangers of 
“tinkering” and “doing-it-yourself” 
by the C. S. supervisor. 

On the second day, Mr. Leonard 
P. Goudy, administrator of Proctor 
Community Hospital, Peoria, Illi- 
nois, told us what an administrator 
expects of a Central Service Super- 
visor. He emphasized that a good 
Central Service was important to 
good hospital administration and 
that the supervisor has a key posi- 
tion in the hospital picture. Discus- 
sion included the responsibility of 
the supervisor in the control and 
maintenance of equipment and sur- 
gical supplies. Incidentally, we did 
NOT arrive at a solution for mis- 
sion suture scissors! 

As a wind-up, the audience was 
invited into an administrator’s office 
(that of Mr. Gerard LeCompte, ad- 
ministrative assistant at Presby- 
terian-St. Luke’s Hospital, Chica- 
go.) He was in conference with his 
Central Service Supervisor (your 
C. S. editor who filled in for Mrs. 
Ollie Foglesong, C. S. Supervisor 
at Grant Hospital, Chicago, who 
complicated matters a little by get- 
ting the measles the day before Tri- 
State!) The conference was con- 


Left: Mr. Russell McBride 
Center: Mary Helen Anderson 
Right: Mr. T. N. Selzer 
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cerned with the problem of de- 
veloping an idea into a product. As 
consultant, Mr. Basil Burrell, re- 
search engineer for American Hos- 
pital Supply Corporation, Evanston, 
Illinois, was called in. His explana- 
tion of the necessary steps in the 
evolution of an idea were strikingly 
adaptable to the development of any 
new procedure in Central Service. 
Consider these points and observe 
the parallels that may be drawn 
department-wise: 
1, State the Problem 
2. Suggest a means of solution 
(brainstorm) 
3. Combine and modify sugges- 
tions to arrive at new solutions 
or products 
4. Make a survey to determine 
the potential uses 
5. Dedesign for production (edit 
the procedure) 
6. Manufacture (set up in C. S.) 
7. Distribution 
8. Promotion—in C. S. communi- 
cation and in-service training 
Mr. Burrell pointed out that 85 
percent of all of the new items 
that are added to a hospital line 
equipment come from people di- 
rectly connected with hospitals. 
He further mentioned that Cen- 
tral Service people with ideas 
should give consideration to the 
above named steps when won- 
dering “Why don’t they make 
a ar 
The interest in Central Service 
meetings displayed by members of 
the four states concerned—lllinois, 
Indiana, Wisconsin and Michigan— 
makes us think that there is need 
for a national conference on Cen- 
tral Sterile Supply Services—one 
that would be geared to all levels 
of personnel in this department, not 
to supervisors alone. We invite your 
reaction to the planning of such a 
series of meetings. Please address 
your letters to 


Central Supply Editor 
Hospital Management 
105 West Adams 
Chicago 3, Illinois 
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building. Was it possible to go ahead 
with the 17 floors without the fund- 
raising campaign, asked Bruce W. 
Dickson, Jr., of Bethany Hospital, 
Kansas City, Kansas? Dr. Snoke 
said, “Frankly, no. It’s theoretically 
possible but not practical.” When 
Mr. Daniel asked if there had been 
any estimate of how much it would 


cost to put up the outside shell for 
17 floors, Ray Brown, chairman of 
the meeting, explained, “The banks 
will have nothing to do with an un- 
finished building.” 

As they voted for or against the 
increase in dues, some of the dele- 
gates made short speeches. Howard 
B. Hatfield of Long Beach Com- 
munity Hospital, Long Beach, Cali- 
fornia, read a statement by the 
board of trustees of the California 
Hospital Association advising that 
present expansion be restricted to a 
six-story building and opposing an 
organized fund drive. Then hé voted 
“ves” on the proposal. 

Mr. Howell, as he said he would 
have voted “yes” in spite of the 
ambivalent Alabama protest. 

Henry H. Hill of Weld County 
General Hospital, Greeley, Colo- 
rado, said, “I was instructed to vote 
no. I would ask everyone who is not 
instructed, to vote yes. My personal 
feeling is yes.” 

Norman R. Brown of Concord 
Hospital, Concord, New Hampshire, 
said, “I’m instructed no, but I’m 
pleased to think it isn’t going to 
make much difference.” 

Paul Nelson of Seward Sanitari- 
um, Bartlett, Alaska, voted yes al- 
though he said half of his hospitals 
were against the proposals but said 
they would go along with a dues 
increase if it were voted. 

S. V. Pryce of Holy Cross Hos- 
pital, Calgary, Alberta, Canada, 
voted no, as he was instructed, say- 
ing, “We like the program. We just 
don’t want to pay for it.” He asked 
that special consideration be given 
to Canadian hospitals which did not 
get the benefits of Hill-Burton and 
Ford Foundation funds. 

Before the meeting adjourned, a 
resolution read by Kenneth Wal- 
lace of St. John’s Hospital, Tulsa, 
Oklahoma, deplored the namecalling 
that went on at one stage in con- 
nection with the building program, 
and expressed confidence in the 
board of trustees and officers. 

During the luncheon which fol- 
lowed the meeting (the business 
was concluded earlier than ex- 
pected) before delegates dispersed 
to their homes, Dr. Snoke an- 
nounced that “two Mississippi dele- 
gates who were flying around over- 
head for the last six hours have just 
got in, in time to vote yes.” Dr. 
David Wilson and Preston Hill had 
been caught in the fog over Chicago. 

At the March meeting Dr. Snoke 
had such a bad cold he could hard- 
ly speak. This time, as he got up to 
make the opening talk before the 
delegates, he said, “I’m not sure 


there’s not an occupational disease 
associated with this profession. Last 
time I had such a cold I sounded 
like I was crying. This time I have 
an incipient boil on the back of my 
neck. I hope you don’t mind—” and 
he took off his tie and coat and 
spoke in shirtsleeves for the rest 
of the meeting. 

At the end of the voting Mr. 
Brown expressed appreciation for 
“the fairness and objectivity” with 
which the delegates had dealt with 
the proposals. He said he accepted 
full blame for “miscalculations and 
misjudgments” (he was president at 
the time much of the original work 
on financing was conducted) but 
that it could happen to any hospital 
administrator in planning for the 
expansion of his own hospital. 

“Discussion of the sort we have 
had here will make for a strong as- 
sociation,” he concluded. “We will 
come out of this not only with a 
building but a stronger association.” 

a 
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board of the hospital according to 
predetermined requirements and 
should follow as closely as possible 
the same procedure as that of the 
medical staff. 


Chiropody Department 


The chiropody department should 
be a complete and self contained 
unit. The accommodations should 
include a waiting room, an operat- 
ing or treatment room and an ap- 
pliance laboratory. The number of 
work areas will depend upon the 
size and need of the hospital, a 
minimum requirement being a work 
area of not less than 7’ x 10’ and 
equipment to include such things as 
chiropody chair, stool, cabinet, light, 
sterilizer and _ special pertinent 
surgical instruments. 

Chiropodists may treat out-pa- 
tients, in-patients and hospital per- 
sonnel. In addition to palliative and 
corrective treatment of the feet, the 
chiropodist may administer treat- 
ment in conjunction with care given 
by other departments such as met- 
abolic, physical medicine, orthoped- 
ic, dermatology, peripheral-vascu- 
lar, arthritic and others. Mutual 
consultation and cooperation be- 
tween attending physician and 
chiropodist is imperative. 

The chiropodist may participate 
in the hospitals educational phases 
making presentations to patients 
and staff personnel as the need re- 
quires. 
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Chiropodists should attend and 
paricipate . in medical or surgical 
staff conferences and the depart- 
ment should hold monthly confer- 
ences for review and evaluation of 
clinical activities. Accurate and 
complete chiropody records must be 
mairitained and incorporated as part 
of the whole history of the patient. 

Drs. Mayo and Joslin recognized 
the potential contribution chiropody 
could make to the patient care in 
hospitals. The clinics in over 1000 
hospitals and institutions through- 
out the country attest to the fore- 
sight of these doctors of medicine. 
The affiliation of chiropodists on 
hospital staffs has brought about 
better patient care and better rela- 
tionship and understanding between 
the profession of chiropody and 
medicine and has confirmed the 
faith of men who realized the im- 
portance of the role of the chiropo- 
dist in the hospital organization.’ 

With the increased cost of hos- 
pital care, all hospitals should enlist 
the services of chiropodists in order 
to reduce the cost of expensive and 
protracted hospital ward admis- 
sions, demonstrated particularly by 
the indigent diabetic patient with 
foot lesions. 

Charles Mayo, M.D.,* states “I am 
convinced that doctors of medicine, 
myself included, have paid too little 
attention to the feet in their rela- 
tionship to the condition of a pa- 
tient, and have made too cursory an 
examination of the feet, consider- 
ing their importance to people with 
the beating they take and their po- 
tentiality as a source of comfort or 
discomfort. The doctor of medicine 
should be capable of recognizing 
foot ailments. When care and treat- 
ment of such conditions are neces- 
sary, he should refer the patient to 
those accredited and skilled in the 
specialty when such consultation is 
available”. 

In conclusion, the chiropodist is a 
conscientious and ethical individual, 
who by training and experience is 
well qualified to associate himself 
with hospitals and medical doctors 
in the care of the human foot. To- 
day, no hospital may be considered 
complete without the services of a 
qualified chiropodist. st 





" Hospitals have received more 
than $240 million since 1938 for the 
care of Philadelphia Blue Cross 
subscribers. 

Two out of every three persons 
in Greater Philadelphia belong to 
Blue Cross. a 
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other staff members, and recogni- 
tion of the physician, further, 
through identification in billing pro- 
cedure ... The physician must ac- 
cept responsibility of his position. 
He must render services as is done 
by other confreres on the medical 
staff. He must practice medicine in 
fact as well as in name, and in so 
doing he should act like a doctor 

. And finally, if he is to be a 
clinician he should practice as do 
clinicians.’”? 

This type of operation is seen in 
various departments of anesthesiol- 
ogy, where, in return for the super- 
vision of nurse anesthetists and 
some perquisites, the anesthesiolo- 
gist practices his specialty in the 
hospital, sends his own bills and 
collects his own fees. Other quali- 
fied specialists in the field may also 
use the facilities of the department 
when their services are requested 
or preferred by any individual sur- 
geon or patient. This is an ethical 
arrangment patterned after the cus- 
tomary administration of operating 
rooms. The chief of surgery or a 
special staff committee are responsi- 
ble for the general planning and su- 
pervision of the operating room per- 
sonnel and the use of the operating 
room is not limited to any one sur- 
geon, but is available to all qualified 
staff members. 


Avoid Monopoly 


Is it practical to rearrange hos- 
pital laboratory departments to ef- 
fect this differentiation between 
technical and professional proce- 
dures, to avoid the creation of a 
monopoly for any one specialist or 
group of specialists without reduc- 
ing the quality of the work done, 
or the interest of the affected spe- 
cialists? I believe it is. 

The difficulties in making this 
separation and establishing ethical 
and legal procedure arise from both 
professional and financial adjust- 
ments incident to the change. 

Some physicians fear that the 
standards of performance in the 
laboratory specialties would be low- 
ered, others that advances in these 
specialties would be seriously and 
adversely affected. Those holding 
present type contracts with hospit- 
als fear loss of income both from 
competition and from the necessity 
of collecting their own professional 
fees. Hospital administrators, con- 
stantly harassed by deficits, feel that 


“Italics mine 
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they must make profits out of these 
departments and that the change 
would lower income. They algo 
know that all hospital departments 
must be in charge of qualified spe- 
cialists if the hospital is to retain 
its accreditation and are not certain 
just how the Joint Accreditation 
Committee will interpret this theme. 

Let us examine some of these ob- 
jections. 

If each laboratory is in charge of 
a qualified specialist as supervisor 
and administrator of the depart- 
ment, there can be no question of 
loss of accreditation. 

Most patients now have some type 
of hospital insurance. The labora- 
tory charges paid for under these 
contracts now include payment for 
both technical procedures and their 
interpretation. Varying proportions 
of the fees paid by insurance com- 
panies therefore are being paid to 
doctors by the hospital for services 
and represent a loss of income to the 
hospital. If, for example, under the 
present type of operation an insur- 
ance contract covers x-ray services 
up to $15.00 and the total x-ray bill 
is $15.00, perhaps only $7.50 is re- 
tained by the hospital. If the x-ray 
charges amount to $30.00 and the 
insurance company pays only $15.00, 
the hospital still retains only $7.50 
of the insurance payment. Under 
the proposed type of operation, the 
hospital would retain the entire 
$15.00 if the charge for technical 
procedures alone amounted to this 
sum. The same argument holds for 
bills paid in whole or in part by 
individual patients. It seems, there- 
fore, that hospital income would 
not be reduced, but in fact, might 
well be increased. 

Will professional standards be 
lowered? I think not. Every good 
hospital staff has a Professional 
Standards Committee. It is the duty 
of this Committee to judge the qual- 
ifications of each staff member and 
to allow each to perform only the 
services for which he is considered 
competent. In most institutions the 
classification of staff members con- 
cerns itself with surgical privileges, 
but there is no reason why similar 
judgment may not be used to de- 
termine ability to interpret special- 
ized laboratory procedures. Why 
should not a competent hematolo- 
gist be as able as a pathologist to 
interpret a bone marrow smear or 
an orthopedic surgeon an x-ray of a 
fracture? If the hospital requires 
that each man making such an in- 
terpretation write a written report 
for the chart, any good physician 
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Uniform 


by Sister Agnes Rita, S.C. 


® THE HOSPITAL ADMINISTRATOR of 
1957, charged with the responsibili- 
ty of administering in a financial 
way the hospital of 1957 must 
periodically take a clear cut look 
at himself to find out if he is not 
back in the “horse and buggy” days 
when it comes to the financial 
structure of institutions. 

As a fundamental principle we 
must learn to put first things first 
in our thinking. We, as_ hospital 
people, have a public service func- 
tion which requires that the funds 
made available to us to help us to 
provide adequate medical care must 
be used to provide that care at the 
lowest possible cost to the patient. 

In order to administer anything 
effectively a workable system must 
be provided — a system that has 
for its guide clear cut controls; 
speaking financially this means set- 
ting up sound economic practices 
and policies. As an aid and a most 
important adjunct to the hospital 
administrator, the business manager 
and his department has an inescap- 
able responsibility — the responsi- 
bility of furnishing the administra- 
tion and the Board with adequate 
financial data. But — and here is 
the crux of the situation — that 
data must be presented in a form 
which will make it readily usable 
in comparison with similar informa- 
tion you will have coming across 
your desk from the accounting de- 
partments of other institutions. 


Comparisons Needed 


Just as industry is constantly 
comparing selling prices, costs and 


Sister Agnes Rita is controller of Glockner- 
Penrose Hospital in Colorado Springs, 
Colorado. 

Paper presented at the annual meeting of 
the Colorado Hospital Association, Novem- 
ber 8, 1956 - Broadmoor Hotel, Colorado 
Springs, Colorado 
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Accounting and Statistics 


Modern hospital operation 


requires uniformity 


in the reporting of financial data, 


profits with like industries so must 
hospitals learn to compare their op- 
erating costs, their charges to pa- 
tients and their operating results 
with hospitals resembling their own 
and with those in comparable areas. 
To be able to make this comparison 
intelligently it is essential that a 
uniform basic system of reporting 
statistics, costs and charges be fol- 
lowed in all hospitals regardless of 
size. Since the so-called “small hos- 
pital” which often uses its size as an 
excuse for out-dated practices, 
comprises approximately 2/3 of the 
general hospitals in this country it 
is becoming increasingly important 
that this group follow the same uni- 
form accounting and _¥ statistical 
practices. 

Now — just a word of warning 
— because of changing personnel it 
is most important that simple rec- 
ords, reports and statements be the 
rule in your institution. Have a 
definite uniform policy and have a 
definite control of that policy or 
procedure. 


Uniformity Essential 


Since the advent of third party 
paying agencies and their demands 
for uniformity, hospitals have be- 
come increasingly aware of the 
problem they are facing. Blue Cross, 
commercial insurance claims and 
governmental payments account for 
an ever-increasing percentage of 
hospital income and these various 
agencies are demanding, and rightly 
so, that their payments be based on 
some type of cost formula. If an 
equitable distribution is to be made 
to all participating hospitals by pre- 
payment plans it is essential that a 
uniform accounting policy be fol- 
lowed by each of these participating 
hospitals. 

The question arises — where to 
find the common meeting ground on 


which to install such a system that 
will be 1.) reasonably uniform and 
yet, 2.) tailored to meet the individ- 
ual requirements that exist in hos- 
pitals. 

In 1922 the American Hospital 
Association, realizing the growing 
need for some type of uniformity in 
hospital accounting, published a 
manual on recommended proce- 
dures for hospitals. This was fol- 
lowed, in 1940, by a bulletin — 
#210 — on Hospital Accounting 
and Statistics. In 1950 the “Hand- 
book on Accounting, Statistics and 
Business Office Procedures for Hos- 
pitals”, Section I was released and 
within the last few months Section 
2 “Bookkeeping Procedures and 
Business Practices for Small Hos- 
pitals’” has come off the press, and 
you are probably all enjoying at 
least a nodding acquaintance with it 
at this moment. Plans for further 
sections to cover methods of cost 
analysis, preparation of financial 
and statistical statements and other 
procedures are already mapped out 
by the accounting committee of the 
American Hospital Association. 

Since you are probably better ac- 
quainted with Section I — “Hand- 
book on Accounting, Statistics and 
Business Office Procedures for Hos- 
pitals” we will devote some time to 
trying to find out just how our in- 
dividual problems have been met in 
this release. 

The need for uniform accounting 
and statistical recording is ex- 
pressed in the preface of the hand- 
book by the members of the com- 
mittee: 

“This section of the handbook is 

being released in advance of the 

other sections in order to meet 
the pressing need of hospitals, Blue 

Cross plans, governmental and 

social agencies for uniform and 

improved hospital accounting and 
statistical record keeping and re- 


HOSPITAL MANAGEMENT 





ition 
mity 


lata, 


m. that 
m and 
.divid- 
n hos- 


ospital 
rowing 
nity in 
ned a 
proce- 
is fol- 
tin — 
unting 
Hand- 
cs and 
r Hos- 
>d and 
ection 
s and 
| Hos- 
3s, and 
ing at 
with it 
‘urther 
»f cost 
1ancial 
| other 
ed out 
of the 
n. 

ter ac- 
Hand- 
es and 
r Hos- 
ime to 
yur in- 
met in 


unting 
S ex- 

hand- 
» com- 


ook is 
of the 
» meet 
s, Blue 
il and 
m and 
ng and 
nd re- 


EMENT 


porting. The expense incurred by 
a hospital in converting its pres- 
ent accounting and statistical 
records to those recommended 
in this manual should be more 
than offset by the advantages ac- 
cruing from the adoption of uni- 
form procedures”. 


Outmoded Methods 


However, even with this impel- 
ling argument — forcibly stressed 
each day to every one of us — there 
are still many hospitals, and this is 
hard to understand, who have not 
converted their accounts and sta- 
tistics to the pattern so clearly laid 
out in this small, usable 155 page 
edition. Is it any wonder that our 
Advisory Board members — astute 
business men in most instances — 
fail to understand hospitals and 
their thinking? Is it any wonder 
that our costs are being questioned 
by agencies placed in the position 
of purchasing our services for their 
clients? Is it any wonder that 
we are in the unenviable position of 
not being able to justify our costs 
to a cost-conscious public? If all 
hospitals in a given area are not 
using the same accounting system 


pandemonium is the result — with 
the only effect being criticism of the 
hospital and of the entire hospital 
system. 

The only way to accomplish a 
thing is to start — and the only way 
to establish uniform accounting and 
statistical reporting in local, region- 
al or state hospital groups is to 
start. State Hospital Associations 
are powerful wielders of good — 
the accountants in a state will 
readily comply with suggestions and 
before long in a group such as this 
one uniform accounting will be a 
reality. 

The first step is that all hospitals 
should adopt a uniform classifica- 
tion of accounts. The chart of ac- 
counts as outlined in the handbook 
is tested and has been found work- 
able — it can be expanded to meet 
the needs of the larger institution 
or contracted to fulfill the require- 
ments of the smaller, say 10 bed, 
hospital. It is divided first of all 
into six broad groups which are 
then broken down into departmen- 
tal, functional groups and then fur- 
ther detailed into accounts making 


‘up these groups. Those accounts 


commonly used in all hospitals are 
listed in detail with ample room 
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being provided for expansion. Pro- 
vision is made for any contingency 
— check lists for supplies, expenses 
and equipment are included so that 
no doubt need exist as to the dis- 
position of an item. Here we have a 
ready made pattern for hospitals to 
help them record their accounting 
information on a uniform basis — 
and yet it is so little used. 


Accumulation and Compilation 


Keeping step with the installation 
of a uniform accounting system 
must necessarily be a uniform sys- 
tem for the compilation of statistics 
— by this we mean the use of the 
same statistical terms and the ac- 
cumulation of statistics on a sound, 
practical basis. Only in this fashion 
can there be any basis for compari- 
son. The lack of uniformity of hos- 
pitals in the recording of such items 
as newborn infant days, patients 
admitted and discharged on the 
same day, days charged for late dis- 
missals, etc. can lead in the calcu- 
lation of patient days to chaos — 
making the statistics useless for sta- 
tistical purposes or, when the meth- 
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What Makes A Good Supervisor? 


by Harvey Schoenfeld 


@ IT IS NOW GENERALLY recognized 
that good supervision in all depart- 
ments of a hospital is essential to 
the maintenance and improvement 
of the quantity and quality of medi- 
cal care to the patient. 

If this is so, then one of the most 
important individuals in the hospi- 
tal field today is the supervisor. Ad- 
ministrators generally agree on the 
truth of this statement. 

However, important as the posi- 
tion is, it is alarming the amount 
of misunderstanding that exists as 
to the functions and responsibilities 
of the job of hospital supervisor. 
This confusion is not among admin- 
istrators alone but also, and to a 
greater degree within the ranks of 
those who are charged with super- 
visory responsibilities. 

In order to determine what is 
meant by a good supervisor it is 
necessary to .define at the outset 
the meaning of this job-title. Al- 
though there are many interpreta- 
tions most of them can be summed 
up in a brief definition as follows: 
“A supervisor is a person who is 
responsible for the accomplishment 
of work performed by others.” This 
is a broad definition and it implies 
a wealth of tasks that make up the 
sum total of a position which is 
meant to insure the proper accom- 
plishment of work. How well these 
tasks or functions are applied in 
carrying out supervisory responsi- 
bilities determines how “good” the 
supervisor will be. 

What makes a good supervisor? 
Why do some departments in the 
same organization run more 
smoothly than other departments? 
What are the attributes that make 
one supervisor more successful than 
others? These are pointed questions 


Mr. Schoenfeld is director of the Barnert 
Memorial Hospital in Paterson, N. J. and 
Lecturer in Institutional Management at 
Columbia University in New York City. 
This paper was presented at the Institute 
for Housekeepers of the United Hospital 
Fund in New York City, March 20, 1956. 


for both the administrator and the 
supervisor. A, careful review of 
many of the factors authorities con- 
sider essential for effective super- 
vision indicates to this writer that 
among the most important are the 
following: 


I. Mental Attitude 


This must be positive. It can be 
the primary factor in motivating 
the supervisor toward the top. The 
supervisor must 
himself such searching questions as: 


a. Do I really want to do a good 
job? 

b. Does the “good job” mean the 
highest possible job standards 
or just taking care of the rou- 
tine chores? 

c. Do I actively improve myself 
professionally each year and 
thereby keep abreast of new 
things in my field? 

. Do I enjoy and look forward 
to job challenges? Or do I 
resent them as interruptions 
to the routine? 


2. Knowledge of the purpose of the 
supervisor's job in the hospital 


The job of supervisor demands 
that one be thoroughly oriented 
about the place of the hospital in 
the community. Such knowledge 
permits one to review problems in 
the light of the main purpose and 
thereby insure coordination of de- 
partment activity. The supervisor 
must also determine how his de- 
partment (housekeeping, etc.) fits 
into the overall service to the pa- 
tient. Lastly he must be conscious 
of how the functions of modern 
housekeeping are best carried out 
in the specialized environment of 
the hospital. This includes such 
techniques as mopping, dusting, 
wall washing etc. and the develop- 
ment of these into scientific form. 


continually ask” 


3. Knowledge of the functions of 
supervision and the use of them 
every day 


The foundation of effective super- 
vision is the group of functions that 
delineate the entire job of those 
who lead others. Supervisors should 
be thoroughly familiar with these 
functions since they are the main 
“tools of his trade.” These functions 
of supervision become more essen- 
tial to good management as the or- 
ganization grows in complexity. 
Lines of communication must be 
kept clear and well defined if direc- 
tion and guidance throughout all 
ranks is to be assured. 

The functions of supervision most 
essential to effective administration 
of departments include: 


(1) Planning — the determina- 
tion of specific objectives and 
establishing a course of action. 

(2) Organizing — determining 
the necessary tasks and duties 
in order to carry out the 
course of action. 

(3) Staffing — selecting the 
personnel needed to carry out 
the project. 

(4) Scheduling — budgeting 
time available to carry out 
the assignments. 

(5) Delegation — assigning re- 
sponsibilities and granting 
commensurate authority. 

(6) Training — developing skills 
and attitudes in employees 
necessary for carrying out 
present job assignments and 
preparing for future ones. 

(7) Motivation — _ encouraging 
personnel, by example o 
otherwise, to meet the speci- 
fications of the project. 

(8) Coordination — fusing the 
individual efforts into team 
action to produce best results. 

(9) Control — using the tech- 
niques of reports and inspec- 
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Food and Dietetics 





FOOD SERVICE 
MANAGEMENT 


by David D. Kramer 


™ FROM THE BEGINNING I would like 
to stress one theme: investigate the 
problems in a dietary department 
before calling in an outside agency 
to solve them. There is no ques- 
tion that the industrial food 
management services have filled a 
definite need and have done a very 
commendable job in solving acute 
problems in some of our hospitals. 
However, there is some doubt that 
the problems in the dietary depart- 
ment are any more serious or any 
more acute than in any other de- 
partment ... the only difference 
being that, in the dietary depart- 
ment, they usually show up more 
glaringly. But inefficiency, high 
costs, untrained personnel, high 
turnover, below standard quality, 
are problems not limited to the die- 
tary department. 

As an administrator, I do not 
think that leasing our concessions 
in a hospital is the best policy. 

Can an administrator do his job 
as well in making decisions affect- 
ing the operation of the hospital as 
a unit when three, four, or five de- 
partments are leased to profit-mak- 
ing organizations? When making 
recommendations to a_ governing 
board regarding policy, can he 
speak with authority of the depart- 
ments under his supervision? Or 
does he simply represent the leaders 
of these concessions? Concession- 
aires may report directly to the ad- 
ministrator, but they are still in- 


Mr. Kramer is assistant administrator, 
Elkhart General Hospital, Elkhart Indiana. 





This is part one of a two part 
article. Part II will be in the 
August issue 











dependent contractors. 


The Basic Problem 


The question basically is one of 
inside management versus outside 
management. Problems in a die- 
tary department are usually trace- 
able to a basic flaw. Nine times out 
of ten the administration has not 
taken time to examine the dietary 
department and discover just what 
is this deficiency, or having found 
it, to work out a corrective remedy. 
How many administrators or food 
service managers have actually 
studied the flow of food from the 
time it is purchased until the time 
it is finally consumed by the pa- 
tient? Very few I’m afraid. 

In the management of a dietary 
department in the hospital, the 
problem is usually not a lack of 
administrative know-how, but a 
lack of administrative interest. 


Why Does a Hospital Turn to a 
Catering Service? 


The administrator too often is un- 
der fire for poor food, lack of ap- 
petizing food both in the cafeteria 
and on the trays to patients, lack 
of proper diet management, doctors 
complaining about the food served 
patients. Also, the administrator 
may be troubled with high turn- 
over. Into this picture of minor tur- 
moil steps the food management 
service like the Pied Piper offering 
a panacea to his problems. The 
service guarantees ( and will de- 
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liver) excellent food, service, con- 
trolled diets, and lower costs. The 
picture looks too good to be true 
and the administrator is only too 
happy to turn over to them what 
he considers to be a very trouble- 
some child. 


What Does Operating Your Own 
Dietary Department Offer You? 


1. Better Management. The: closer 
management is to the workers the 
better will be the operation of the 
department. Working through a 
third party invariably decreases the 
effectiveness of management. 


2. Surplus. Profit that would 
normally go to a catering service 
could be applied to improving the 
dietary department. In all due re- 
spect to the food management 
service, they do not operate a hos- 
pital dietary department because of 
their own philanthropic nature. 


3. Purchasing. Outside concerns 
have many accounts; they buy in 
large quantities and do their own 
warehousing. However, if it is group 
purchasing that the hospital wants, 
there are many organizations that 
it may join to obtain price advan- 
tage. Some cities have their own 
hospital councils which do group 
purchasing. 

4. Employee Loyalty. The desire 
of people to work in a hospital, to 
have the feeling that they are ac- 
complishing something for their fel- 
low man is still very potent. The 
idea of belonging to a hospital team 
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is a very important factor in em- 
ployee satisfaction. 

5. Control. The administrator who 
uses good cost control practices and 
works with his own food service 
manager and business manager, to- 
gether, can arrive at excellent cost 
controls. 

6. Personnel. The hospital still 
has at its command a personnel 
department to provide service to 
the employee; administration has at 
its disposal a sizeable labor group 
to assist departments where it feels 
they will be best suited. 


7. Decisions made at the location. 
This is the strongest argument in 
favor of a hospital managing its 
own dietary department. Any de- 
cision affecting the dietary depart- 
ment in its operation cannot be 
made from an office 150 to 200 miles 
distant. 

Again your administrator work- 
ing with your food manager knows 
the informal as well as the formal 
organization of the department, how 
the personalities dovetail with each 
other and how the decision will af- 
fect the operation and the attitudes 
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of the other departments, and can 
arrive at a decision or a change of 
policy which will have merit. 


Troubles and the Solution 


What is the solution for a hos- 
pital having trouble in the dietary 
department? Is the industrial food 
management service the answer? 
Possibly, but I would like to sug- 
gest five basic steps to follow before 
any action is taken either to em- 
ploy or not to employ such a sery- 
ice. 

1. Examine your dietary depart- 
ment and make a list of all the 
things which are right and basic for 
the efficient operation of the de- 
partment. Examine the amount of 
space allocated, the work flow, the 
equipment, number and quality of 
personnel. Are your trained people 
being used in performing work be- 
low their level of training? 


2. Examine it for all the things 
which do not meet the standards of 
a department which is second to 
none in importance in the hospital. 
See if good management of the de- 
partment is being accomplished. 
Examine the cafeteria food, the pa- 
tients’ diets, and the special thera- 
peutic diets. How about the person- 
nel, the equipment? Who is doing 
the purchasing? How good a job is 
being done? Why was he picked 
to do it and is he putting in the 
amount of time on purchasing die- 
tary supplies as regular hospital 
supplies? How about your training 
program? Are personnel constantly 
being trained to take on better po- 
sitions in the department and to re- 
lieve if emergency should so re- 
quire? 

3. In examining these problems, 
try to find a common denominator. 
Is it basically one of poor organi- 
zation, poor management, poor de- 
sign? Possibly it is wages — maybe 
everything in the department is fine 
except the calibre of people you 
expect to operate it, and the wages 
paid do not draw the calibre needed. 

4. List your remedies. Then cor- 
rect the problem which you believe 
is the basis for the other problems. 

5. Most important. Follow up. 
Keep an eye on the department. 
Don’t let insurmountable problems 
return. 

The food management service of- 
fers something hospital administra- 
tors wish they had in every de- 
partment. It can be summed up in 
two words—“good management.” In 
the dietary department, it takes on 
the likeness of good food service 
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manager. This likeness fills the void 
created by administration hiring a 
registered dietitian to direct the 
second largest department in the 
hospital, without any consideration 
of her managerial ability, just so the 
young lady is registered with the 
American Dietetic Association. If I 
sound critical, let me hasten to say 
this is not an error limited to the 
dietary department. You have all 
seen laboratories, departments of 
X-ray, nursing, and physical ther- 
apy directed by department heads 
who have as their only qualifica- 
tion “registration”. There is no 
more sense to this method of as- 
signing department head status than 
there is to making a musician di- 
rector of the Philadelphia Sym- 
phony Orchestra because he is a 
good violinist. 

The food management services 
have entered hospitals with three 
things, better management, im- 
proved purchasing, and better cost 
control of the dietary department. 


These are important services, but’ 


they are the same services that the 
administrator and his food service 
manager have at their own com- 
mand, if they will but use them. 
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Seven Don'ts For Your Tongue . . 


1, Don’t argue. Rather, keep an 
open mind on debatable subjects, 
and maintain the conversation on 
a discussion basis. Two people 
can disagree, and still be friend- 
ly. 

. Don’t talk too much; rather, say 
less than you think. To hold your 
tongue is often the better part of 
wisdom. 

. Don’t direct witticisms or sar- 
casm at the other fellow. Be 
careful always of feelings. Jokes 
often hurt when least expected. 

. Don’t neglect an opportunity to 
extend your congratulations 
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when the other fellow has made 
some achievement, or to say a 
word of encouragement when he 
is really trying. 


. Don’t make a promise rashly. 


Every promise carries with it an 
obligation to fulfill it. 


. Don’t gossip. Try to make your 


remarks about those absent 


kindly and understanding. 


. Don’t be in a hurry to answer 


unkind things that have been 
said about you. After all, it’s how 
you live that counts, not what 
you say. 


One day as I sat musing, sad and 
lonely, and without a friend, a 
voice came to me out of the gloom 
saying “Cheer up, things could be 
worse.” So, I cheered up and sure 
enough, things got worse. 
Reprinted from The Hospital Serv- 
ice Association of Western Penn. 
e 
Don’t fall Head-Over-Heels for 
an accident! 
a 
A spot of grease on the floor can 
bring a nasty fall. Wipe it up be- 
fore it wipes you out! 
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Accounting 


Continued from page 85 


od of compilation is not indicated, 
actually presenting misleading in- 
formation to the public and others. 
The handbook covers the methods 
recommended and the definition of 
terms used in compiling statistics 
for both the professional and non- 
professional activities of the hospi- 
tal. 

The thing we must always re- 
member in presenting information 
of any kind — and particularly is 
this true of statistics and accounting 
information — is that it must mean 
the same to the person who reads 
it as it did to the person who writes 
it. If all hospitals do not use the 
same type of accounting and the 
same standard statistical terms it 
makes it almost impossible to com- 
pare results between hospitals and 
it may even create a problem within 
the hospital itself. 

Possibly, in this part of the coun- 
try, it is not necessary to bring this 
third point up for consideration — 
but we might briefly review the ac- 
counting method most firmly advo- 
cated for hospitals today — and that 
is the “accrual” rather than the 
“cash” system of accounting. Under 
the cash basis transactions are only 
recorded at the time the cash is re- 
ceived or paid out. This system we 
may relegate to the “horse and 
buggy“ days we spoke of in the be- 
ginning when hospitals were oper- 
ated primarily from gifts and other 
income rather than income from 
patients but it definitely does not 
apply in the light of today’s econ- 
omy and only leads to unrealistic 
fluctuations in reporting results of 
operations. 


Accrual System Best 


Under the accrual system all in- 
come is recorded in the period in 
which it is earned — all expenses 
are tabulated in the period in which 
they were incurred and all assets 
noted in the period in which they 
are acquired. In this manner ex- 
penses can be matched against in- 
come, and adjustments can be made 
— likewise financial statements will 
reflect the proper results of opera- 
tions for a given period of time. 

And now for just a moment — 
if we just look ahead — it can 
reasonably be said that today the 
American hospital is on the thresh- 
old of an era of unprecedented 
expansion and growth — an era 
which will affect every phase of 
hospital administration and financ- 


92 


ing. New legislation affecting hos- 
pitals is being passed, plans are 
heing developed which will provide 
the best in patient care at the low- 
est cost for the American public — 
and yet it may very well be that 
the hospitals most difficult eco- 
nomic problems lie ahead and not 
behind us. The hospital accountant 
in evaluating his accounting data, 
must be alerted to signals that flash, 
from time to time, trouble spots 
that may be fermenting. He must be 
in a position to compare these 
trouble spots with like situations in 
other hospitals of his type and size. 


$5,000,000,000 Operation 


In 1955 approximately five billion 
dollars was spent in the operation 
of the nation’s hospitals. Because 
of the lack of uniformity in hospi- 
tal accounting practices and because 
of the fact that many hospitals do 
not include in their costs of opera- 
tion all the costs of providing serv- 
ices — such as depreciation — it is 
very possible that the actual cost of 
hospital operation far exceeded this 
five billion dollars. Consumers of 
hospital service — families and in- 
dividuals buying hospital care, 
spent about 2% billion dollars dur- 
ing the past year for their service. 
Blue Cross alone paid hospitals 
close to one billion dollars. The dif- 
ference between what consumers 
spend and the actual cost of operat- 
ing the hospitals of the nation is 
represented by money: from tax 
funds, philanthropic sources and 
channels of income the individual 
hospital may have. The implications 
of higher costs, greater use of hos- 
pital services and an increase in per 
capita expenditures for hospital 
services are problems which are 
crying for explanation and analysis. 
They are problems which are 
going to be far reaching in their 
effects. It remains to the hospital 
accountant, and through him and 
his interpretation of facts and fig- 
ures and ultimately to the hospital 
administrator, to clarify for Mr. and 
Mrs. Public and the agencies re- 
sponsible for reimbursing hospitals 
for the care of Mr. and Mrs. Public 
the reasons behind the rise in hos- 
pital costs. 

The future of hospital financing 
is bound up in two obtainable goals 
— 1.) development of the proper 
mechanisms which will enable all 
consumer groups to allocate their 
available funds for hospital care in 
an economical and practicable man- 
ner and 2.) creating public willing- 
ness to make the necessary alloca- 


tion of funds. Both of these things 
can be accomplished but how quick- 
ly or how successfully hospitals 
work together to bring about their 
accomplishment depends on the 
hospital accountant and how readi- 
ly and effectively he can make his 
hospital’s records work for him in 
comparative analysis. Costs must 
have uniform interpretation wheth- 
er the hospital has 10 beds or 1000, 
It is only from adequate, easily 
comparable hospital’s records that 
the public — employers, unions and 
other groups in the community — 
can be informed on types of prepay- 
ment arrangements that afford ade- 
quate protection. Thus it can be 
seen that only from hospital records 
can agencies identify the specific 
groups in the community for whom 
improved methods of financing hos- 
pital care must be developed, thus 
bringing about public willingness 
to make the necessary allocation of 
funds. 

Unless all accountants in all hos- 
pitals work together, and working 
together means on a _ common 
foundation, hospitals of the future 
will have the initiative for further 
developments in adequate financing 
arrangements taken from them. The 
hospital accountant has an impor- 
tant role to play — he must be the 
hospital’s professional expert on all 
financial matters — his day-to-day 
accumulation of financial data must 
not just gather dust in the bottom 
drawer of his desk — it must be 
translated into dynamic tools for re- 
search, for planning, for improved 
financing and administrative meth- 
ods — for adjustments to meet com- 
parisons that he will be able to 
make because of his awareness of 
what his neighbor hospital is doing 
and because of that of what he 
should be doing. 

“United we stand, divided we fall” 
can well be the watchword of the 
hospital of the present day. We must 
have a common ground on which to 
plead our cause to purchasers of 
hospital service — and that common 
ground must be time-tried and 
proved adequately. 

Please turn to page 108 





Heart disease is the leading cause 
of death. 
. 
Every ten minutes someone in the 
U. S. becomes a diabetic. 
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Hickory dickory dock 

Three mice ran up the clock 

The clock struck one... 

And the other two escaped without 
injury. 
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Monthly Menus 


Monday 


Tuesday 


Wednesday 





Breakfast 


Lunch 


Dinner 


] 


Grape juice 
Hot or ready to eat cereal 
Pecan roll 


Breaded veal steak 
Mashed potatoes 
Baby green limas 
Fruit gelatine salad 
Blueberry tart 


Cream of tomato soup 
Marcaroni au gratin 
Wilted endive 

Carrot raisin salad 
Fresh pear 


Cantaloupe 

Hot or ready to eat cereal 
3 minute egg 

Raisin toast 


Cushion roast of lamb 
Potato souffle 

Garden peas 

Lettuce wedge-T.I. dressing 
Peaches in cream 


6 
Consomme 


Jellied veal loaf 
Lattice potatoes 


Green bean and celery salad 


Chocolate charlotte 


3 


Tomato juice 

Hot or ready to eat cereal 
Scrambled eggs 

Toast 


Pot roast of beef 

Oven browned potatoes 

Creamy corn 

Vegetable jackstraws 

Cottage pudding-cherry 
sauce 


Vegetable soup 


Hot turkey biscuit sandwich 


Buttered noodles 
Pickle relish salad 
Fruited gelatine 





Breakfast 


Lunch 


Dinner 


Grapefruit half 

Hot or ready to eat cereal 
Poached egg 

Toast 


Smothered liver 
Delmonico potatoes 
Braised celery 
Cabbage carrot slaw 
Fresh cherry cobbler 


Beef bouillon 

Corned beef pattie-catsup 
Cornbread sticks 

Tossed salad greens 
Chilled watermelon 


Apple juice 

Hot or ready to eat cereal 
Baked egg 

Toast 


Beef a la mode 

Golden brown potatoes 
Zucchini, creole 
Banana nut salad 
Fresh apricots 


Scallion soup 
Canadian bacon 
Macaroni au gratin 
Asparagus bundle salad 
Sunshine cake 


Kadota figs 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Pot roast of beef 
Duchess potatoes 
Grated beets 
Mexican salad 
Pineapple cream 


Cream of spinach soup 
Cold ham slices 
Potato salad 

Buttered broccoli 
Peach short cake 





Breakfast 


Lunch 


Dinner 


Fruit nectar 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Roast pork-gravy 
Baked potato balls 
Pimiento cauliflower 
Pear cheese salad 
Maple nut parfait 


Vegetable soup 
Grilled bologna 
Spinach souffle 
Tomato lettuce salad 
Royal Anne cherries 


Bananas in cream 

Hot or ready to eat cereal 
Crisp bacon 

Pecan coffee cake 


Mock chicken legs 
Mashed potatoes 
Buttered zucchini 
Chiffonade salad 
Cornflake pudding 


Consomme with parsley 

Spaghetti Italienne with 
tiny meat balls 

Cole slaw 

Pineapple ambrosia 

Honey date bars 


Prune juice 

Hot or ready to eat cereal 
Shirred egg 

Toast 


Roast leg of Jamb-currant 
jelly 

Parsley potatoes 

Buttered celery and peas 

Lettuce-Russian dressing 

Fresh strawberry tart 


Golden potato soup 
California fruit plate 
with cottage cheese 
Nutbread sandwiches 
Chocolate mint ice cream 





Breakfast 


Lunch 


Dinner 


Stewed prunes 

Hot or ready to eat cereal 
Omelet 

Toast 


Spanish steak 
Mashed potatoes 
Asparagus tips 
Garden salad 
Blueberry pudding 


Vegetable chowder 
Barbecued ham sandwich 
Stuffed celery salad 
Applesauce 

Ginger snaps 


Fresh grapes 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Prime ribs of beef 

Roast potato balls 
Shredded beets in vinegar 
Assorted relishes 

Date torte 


Bouillon 

Broiled yearling liver 
Baked potato 
Tossed salad greens 
Cherry custard 


Grapefruit sections 

Hot or ready to eat cereal 
Crisp bacon 

Danish coffee twist 


Breaded veal cutlets 
Au gratin potatoes 


. Succotash 


Cinnamon pear salad 
Argelfood cake 


- 
Chicken noodle soup 


Broiled hamburg pattie 
Potato chips 


Lettuce with French dressing 


Chilled melon cup 





Breakfast 


Lunch 


Dinner 


Stewed rhubarb 

Hot or ready to-eat cereal 
Omelet 

Toast 


* 
Braised short ribs of beef 


Boiled new potatoes in jackets 


Creamy corn 
Pickled peach-cherry salad 
Coconut floating island 


Vegetable soup 

Assorted luncheon meats 
Stuffed baked potato 
Tomato watercress salad 
Graham cracker date roll 


Tomato juice 

Hot or ready to eat cereal 
Poached egg 

Toast 


€ 
Stuffed pork chop 
Mashed potatoes 
Broccoli 


Waldorf salad 
Blueberry cobbler 


Consomme 

Hot roast beef sandwich 
Diced vegetable salad 
Fresh plums 

Macaroons 


Pineapple tidbits 

Hot or ready to eat cereal 
Shirred egg 

Toast 


Roast leg of lamb 
Whipped potatoes 
Quartered carrots 
Prune cheese salad 
Molasses cookies 


Pepper pot soup 
Swiss cheese on rye 
Cottage potatoes 
Normandy salad 
Fruit cocktail 
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Thursday 


Friday 


Saturday 


July 1957 


Sunday 





seen 


Orange slices 

Hot or ready to eat cereal 
Crisp bacon 

Hot biscuits-jam 


faked ham slice 

jazed sweet potatoes 
Brussels sprouts 

Fresh fruit salad 
ompadour pudding 


Consomme julienne 
iffed green pepper 
Vhole kernel corn 
neapple ring salad 
spberry gelatine 


Bananas in cream 

Hot or ready to eat cereal 
Omelet 

Toast 


Salmon croquettes 

Pittsburgh potatoes 

Swiss chard 

Tropical salad 

Blanc mange with strawberries 


Split pea soup 

Shrimp egg salad 
Escalloped vegetables 
Peach half on escarole 
Jelly roll 


Cinnamon prunes 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Roast loin of pork 
Mashed potatoes 
Sauteed okra 
Waldorf date salad 
Snow pudding 


Hot tomato juice 
Minute steak on bun 
Ford hook limas 
Indian relish 

Iced apricot tart 


Fresh berries 

Hot or ready to eat cereal 
Link sausage 

Sweet roll 


Broiled tenderloin steak 
Potato cakes 

Buttered broccoli 
Lettuce-herb dressing 
Orange sherbet 


Vegetable soup 

Tongue and cheese sandwiches 
Potato chips 

Frozen fruit salad 

Chocolate chip cookies 





Orange juice 

t or ready to eat cereal 
anadian bacon 
Toast 


al cutlet 
Whipped potatoes 
Minted peas 

redded lettuce 
Apricot halves 


e 
Rice soup 
Chicken salad sandwich 
Latticed potatoes 
Fruit salad 
Fresh cherry upside down cake 


Apple sauce 

Hot or ready to eat cereal 
Omelet 

Toast 


Baked trout 

Parslied buttered potatoes 
Broiled tomato half 

Celery cabbage 

Lemon meringue pudding 


Cream of tomato soup 
Smoked salmon 

Potato cakes 

Pineapple cheese salad 
Fruit bars 


Cantaloupe 

Hot or ready to eat cereal 
Sausage pattie 

Raisin toast 


Stuffed beef heart 
Franconia potatoes 
Harvard beets 
Carrot slaw 

Baked honey custard 


Bouilion 

Cubed steak sandwich 
Shoestring potatoes 
Vegetable relish salad 
Chilled fruit cup 


Grapefruit segments 

Hot or ready to eat cereal 
Scrambled egg 

Toast 


Chicken with dumplings 
Buttered noodles 
Fresh lima beans 
Cherry melon bal! salad 
Ice cream sundae 


Potato chowder 

Assorted luncheon meats 
Baked potato 

Combination vegetable salad 
Peach haif 

Brownies 





Apricot nectar 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Curry of chicken 

Potato puff 

Corn pudding 

Radish buds-celery curls 
Graham cracker dessert 


Cream of pea soup 

Open faced sandwiches 
Escalloped vegetables 
Citrus fruit pinwheel salad 
Marble cake 


Grapefruit juice 

Hot or ready to eat cereal 
Scrambled eggs 

Toast 


Creole halibut 
Potatoes in jackets 
Fresh spinach mounds 
Ambrosia salad 
Pumpkin custard 


Clear tomato soup 
Devilled crab casserole 
Buttered peas 

Orange endive salad 
Pears 


Kadota figs 

Hot or ready to eat cereal 
Poached eag 

Toast croutons 


Roast stuffed shoulder of veal 
Escalloped potatoes 

Julienne green beans 

Tossed salad greens 

Cherry roly poly 


French onion soup 
Chicken salad 

Hash brown potatoes 
Tomato garnish 
Minted fruit cocktail 


Cantaloupe 

Hot or ready to eat cereal 
Canadian bacon 

Swedish rolls 


Lamb chops 

Whipped potatoes 

New peas in crear 

Fiesta salad 

Butterscotch royale ice cream 


Blended fruit juice 

Frizzled beef ard egg sandwich 

Potato salad 

Stewed tomatoes 

Gelatine cubes-marshmallow 
sauce 





Pineapple wedges 

Hot or ready to eat cereal 
Baked egg 

Toast 


Baked ham 

Riced potatoes 

Hot slaw 

Tossed vegetable salad 
Sponge cake a la mode 


Cream of celery soup 

Chicken chow mein with 
Chinese noodles 

Steamed rice 

Poppyseed twists 

Lettuce-oil and vinegar 
dressing 

Fruit macedoine 


Orange slices 

Hot or ready to eat cereal 
Scrambled eggs 

Toast 


Baked salmon steak 

Parsley potato balls 

Escailoped tomatoes 

Strawberry aspic with melon 
cubes 

Marguerites 


Corn chowder 
Tuna fish casserole 
Potato chips 
Wilted endive 
Raisin rice pudding 


Prunicot 

Hot or ready to eat cereal » 28 
3 minute egg 

Toast 


Beefsteak pie with vegetables 
Buttered new potatoes 

Citrus fruit salad 

Raspberry cream 


Potato soup 

Crisp bacon 

Blackeyed peas 

Spinach with egg garnish 
Cornbread squares 
Tomato celery salad 
Applesauce 


Fresh grapes 

Hot or ready to eat cereal 
Sausage square 

Orange coffee cake 


Paprika chicken 
Mashed potatoes 

Fresh mixed vegetables 
Olives-celery curis 

Ice cream roll . 


Chilled fruit juice 

Tested bologna-cheese bun 
Escalloped potatoes 
Shredded lettuce 

Fruit compote 





Turkeys 


Ice Cream 


Milk and Dairy Products 
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Eggs 


Peanut Butter 


Peaches 
Lemons 
Limes 


Vegetable Fats and Oils 


Frozen Strawberries 


Summer Vegetables 


Fresh Fish 














How To Take it Easy... 
AND STILL CLEAN MORE! 


Replace costly tiresome mop-pail-and-ladder methods 
with AMERICAN Floor Machines and Vacuums ! 


Floor machines from 
13” to 23” brush sizes; 
vacuums from 3 to 55 
gallons. 


The Lincoln Auto Scrubber 
.. . for completely auto- 
matic floor cleaning, does 
five jobs: spreads solution, 
scrubs, rinses, picks up, 
dries. Five models for all 
floor sizes. 


No, not as easy as sitting in a chair—but 
when you use modern versatile American 
Machines every floor cleaning and off-floor 
dusting job goes fast and easy! And every 

day ends with plenty of left-over energy and 

a new feeling of accomplishment. Workers are 
happier, the job done sooner, everything 
cleaner, and costs are lower! 


You can do 10 different jobs with the American 
Floor-King-——from scrubbing and waxing 
floors to shampooing rugs and grinding 
concrete! The American Vac-King also 
delivers outstanding performance, wet or dry 
pick-up for floors, rugs, off-floor cleaning. 
Write for buying facts and free demonstration. 


American Floor Machine Co. 
545 So. St. Clair St., Toledo 3, Ohio 


( ) Send product literature on American Floor-Kings and 
Vac-Kings. 





MERIC 


FLOOR MACHINE 


EsTabitSHweod 





19o0Ss 


( ) Please arrange for free demonstration of floor machines and 
vacs by a maintenance expert. No obligation. 





545 So. St. Cloir St., 


Toledo 3, Ohio 


PERFORMANCE PROVED MAINTENANCE MACHINES @ SALES AND SERVICE IN PRINCIPAL CITIES 


i] 3) For more information, use postcard on page 109 


Building — Housekeeping 
Continued from page 86 


tions to insure proper accom- 
plishment of work. 

(10) Discipline — _ controlling 
human behavior through ob- 
jective application of person- 
nel policies. 

(11) Follow-up and Evaluation 
— checking to insure the con- 
tinuation of the prescribed 
plan and the determination of 
the effectiveness of that plan 
as it is being carried out. 


4. Knowledge of and Interest 
in People 


This refers particularly to those 
employees who work closely with 
the supervisor. He should be inter- 
ested in them and be ready to help 
them when they need it. Yet he 
should not pry. Interest should de- 
velop out of a genuine relationship. 
In this way he can encourage the 
best attitude among the employees 
leading to better service. 

5. Striving for ‘‘Teamwork”’ 

Hospitals because of their com- 
plexity no longer can depend upon 
individuals. The “lone wolf” and 
“gsrand-stand play” is a thing of the 
past. Good medical care and patient 
service is dependent upon the work 
of many persons. Supervisors must 
cooperate with each other if their 
particular responsibilities are to be 
carried out properly. The effective 
supervisor takes the leadership in 
working with all departments in 
behalf of the patient. 

These simple guides may aid one 
to be a more effective supervisor 
and executive. Those in charge of 
hospital housekeeping or building 
services carry a grave responsibility 
for maintaining the sanitation of the 
institution while at the same time 
adding to the patients sense of well 
being. Certainly these are tasks for 
one of executive caliber — the 
highest level of department respon- 
sibility. Therefore leadership in 
every task must be displayed by the 
supervisor. Employees look up to 
their supervisors. They want to fol- 
low if only the supervisor will cual- 
ify himself to lead the way. : 








= Philadelphia Blue Cross paid 
hospitals $39,557,911 in 1956 for the 
care of 234,762 sick and injured and 
for 52,016 newborn babies and i 
mothers. 
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Nursing 





Management Responsibilities 


of 


the Head Nurse 


Part I 


This is the first part of a two part 
article. Part II will appear in the 
August issue. 


§ THE HEAD NURSE occupies a key 
position in the nursing department 
and, more than any other individ- 
ual, represents the nursing service 
and the hospital administration to 
the patient, his family, and friends. 
Conversely, she represents the pa- 
tient and his needs to medical staff 
and administration. But more than 


all these, she is responsible for the . 


management of a unit that consists 
of patients and the varied person- 
nel to care for them. It is the man- 
agement responsibilities of the head 
nurse that will be dealt with in 
this paper. 

Although the head nurse is one 
of the key individuals in the insti- 
tution, her category is one of the 
most difficult to study; as some of 
the responsibilities and activities 
considered her functions are, in 
many hospitals, performed by grad- 
uate staff nurses or auxiliary per- 
sonnel. For clarity, let us think of 
the head nurse as the graduate 
nurse who is responsible for the ad- 
ministration of the nursing service 
in a single nursing unit of a clinical 
division, regardless of the title des- 
ignation used by different hospitals. 

Since it is essential for us to have 
an understanding of head nurse ac- 
tivities, let us consider those con- 
tained in the manual, How to 
Study Nursing Activities in a Pa- 
Miss Elinor D. Stanford is Nurse Consultant, 
Division of Nursing Resources P.H.S. Pre- 
sented at the Sixteenth Annual Meeting of 


the Md.-D.C.-Del. Hospital Association, No- 
vember 2, 1956. 
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by Elinor D. Stanford 


tient Unit.1 Head nurse activities 
are defined as those that involve: 

1. Planning, directing, evaluating, 
coordinating, reviewing, and 
making decisions concerning 
nursing care in the unit. 

2. Giving nursing care in emer- 
gency situations. 

3. Giving nursing care in order 
to have an opportunity to ob- 
serve patients, to establish 
rapport with patients, or to 
teach the nursing staff. 

These responsibilities that the 
head nurse is expected to assume 
demand that she be a person with 
outstanding potentials. The head 
nurse is not endowed with all these 
potentials to the degree that they 
will make her efficient and satisfied 
with her job. Nursing service ad- 
ministration must help her to grow 
and develop in her job and must 
interpret to hospital management 
the needs of nursing service in ef- 
fecting a program that will make 
this possible. 

Some hospitals, to obtain better 
prepared graduate nurse staff (this 
includes the head nurse), are giv- 
ing scholarships for part-time col- 
legiate study. The recently ap- 
proved Health Amendments Act of 
1956 (Title II), also provides op- 
portunity for advanced preparation 
of nurses for administrative, super- 
visory, and teaching positions in all 
fields of nursing. However, this 
does not mean that all the prepara- 
tion for head nursing must be ob- 
tained outside of the institution. As 


7A manual developed by the Division of 
Nursing Resources, Public Health Service, 
U. S. Department of Health, Education, and 
Welfare, Washington 25, D.C. 


a matter of fact, much of it is a re- 
sponsibility of nursing service and 
should be a planned, continuous, 
progressive program based on the 
needs of the job and the head 
nurse. 


Inservice Programs 


An inservice educational pro- 
gram, designed to meet the needs of 
the head nurse and the job, must be 
held frequently and regularly (at 
least once a month). The program 
should not be based solely on nurs- 
ing and administrative problems or 
allowed to degenerate to a “gripe” 
session. If nursing service adminis- 
tration is to help the head nurse to 
understand her role and grow in 
her job, such a program should in- 
clude discussion in management 
techniques, leadership, human be- 
havior, communication skills, and 
other related areas. Before launch- 
ing an inservice educational pro- 
gram of this type, administration 
should be aware of the stimulating 
effect that this may have and be 
ready to initiate necessary changes 
suggested by the staff. 

Management should utilize the 
people, such as sociologists, psy- 
chologists, and others, within the 
community to assist in the inservice 
educational program. If consultants 
are not readily available, funds 
should be set up so that an occa- 
sional resource person can be ob- 
tained to participate in the pro- 
gram. The place of meeting should 
be comfortable and large enough 
to accommodate the group. It is 
also important that resource and 
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educational material be provided 
to encourage the head nurse to do 
independent study. 

Advances in medical science and 
hospital management demand that 
nursing service administration keep 
pace. This means that the head 
nurse must be helped to recognize 
and accept her changing role. She 
is a part of nursing service admin- 
istration and, as such, must assume 
her responsibilities in this area. 

The changes in the role of the 
nurse are due to the significant ad- 
vances in medical science and prac- 
tice, along with changes in the so- 
ciety in which she serves. These 
changes have contributed to in- 
creased hospitalization and rate of 
patient turnover, increased treat- 
ment and medications, shorter 
working hours for nursing service 
personnel, the introduction of aux- 
iliary workers. These and many 
other factors have influenced the 
management responsibilities of the 
head nurse. 

In considering all these factors, 
it is not difficult to see that the 
head nurse has become the chief 
link between patient care and ad- 
ministration. It is her responsibility 
to uphold the policies of the insti- 
tution. These policies will be re- 
flected in her management of the 


unit. Through the planning of pa- 
tient care and directing unit per- 
sonnel, which are among her major 
responsibilities, she coordinates the 
resources of the unit for the wel- 
fare of each individual patient. 


Variable Functions 


“The extent to which specific ac- 
tivities are performed by the head 
nurse will vary in each hospital. In 
some hospitals, functions that were 
in the past considered head nurse 
activities are now delegated to 
other personnel who are trained 
to carry them out. However, in 
many more instances, the head 
nurse needs to be relieved of some 
non-nursing responsibilities. Studies 
of nursing unit personnel activities 
in 34 hospitals (including six 
states), conducted by the U. S. 
Public Health Service, Division of 
Nursing Resources, have shown 
that 40.5 to 89.8 percent of the head 
nurse’s time (with an average of 
59.3 percent) is spent performing 
activities below the head nurse 
level. She spends significantly less 
time at her own level than does any 
other category of nursing person- 
nel, professional or nonprofessional. 
These studies show that she spends 
an average of 17.3 percent at the 
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level of a graduate staff nurse, 3.2 
percent at the nursing aide level, 
16.1 percent at clerical level, 2 per- 
cent at dietary level, and 1 percent 
of her time as a messenger. 

Is management receiving from 
head nurses what it is presumably 
paying for? 

Why does the head nurse devote 
so much of her time to activities 
that could be performed by other 
personnel? Is it because she is not 
prepared for her job and does not 
know her responsibilities? Are 
some of the activities she performs 
a carry over from the past and ac- 
cepted as traditional? Is she re- 
luctant to relinquish many of them? 
Or, is it because management ac- 
cepts them as her responsibilities 
and has not evaluated her func- 
tions in the light of (our) present- 
day needs? 

The answer to these questions 
rests with each individual hospital. 
In many hospitals where studies 
have been made of head nurse ac- 
tivities, it has been possible to iden- 
tify problems which exist and to 
put improvements into effect which 
have released time to the head 
nurse for better planning of patient 
care and direction of personnel. 
Some of the changes that have been 
introduced as a result of studies 
that have provided for more ef- 
fective use of the head nurse are 
described below: 


1. Secretaries or Ward or Floor 
Clerks—Many hospitals have em- 
ployed unit or ward secretaries as 
members of the unit personnel who 
are responsible to the head nurses. 
The unit secretary is delegated the 
responsibility of making out requi- 
sitions either for unit supplies or 
patient treatments (including medi- 
cations); charting TPR’s, copying 
orders on treatment sheets, making 
out medication cards, outlining the 
daily report, and not the least re- 
sponsibility, answering the con- 
tinuously ringing telephone. Where 
such personnel are employed, it has 
been demonstrated that they are 
indispensable members of the nurs- 
ing service. 

2. Preventive Maintenance.— 
What does this mean? In simple 
terms, each department keeps in 
working order those areas on each 
patient unit which are its responsi- 
bility without the need of a requi- 
sition or notification from the head - 
nurse. For example, the plumber |, 
regularly checks faucets, hopvers, 4 
autoclaves, etc., and the electrician; 
regularly checks lights and all elec-? 


trical appliances. In common prac-,i « 


tice, maintenance personnel seldom! 


\ 


appear on the patient unit unless 
summoned by the head nurse. A 
telephone call, requisition, or both, 
may be necessary before repairs are 
made, Cannot such utilization of 
head nurse time be avoided if ad- 
ministration provides routine main- 
tenance inspections and immediate 
repair or replacement? This pro- 
cedure would be more economical 
to the administration and assures 
better service to patients. 

In line with preventive mainte- 
nance, the laundry and the phar- 
macy can also eliminate the need 
for daily routine requisitions by co- 
operatively setting up standards 
with the nursing service for cach 
unit and assuming the responsibili- 
ties of maintaining these standards, 

3. Messenger Service.—The pro- 
vision of a central messenger serv- 
ice, whose cost can be shared by 
several departments (x-ray, O.R,, 
laboratory, etc.) and not nursing 
service alone, is a means of saving 
many hours of patient care. Many 
errands that would need to be per- 
formed by the unit personnel can 
be eliminated; for example, speci- 
mens to the laboratory, patients to 
x-ray, and other procedures that 
necessitate nursing personnel leav- 
ing the nursing unit. 

4.Research—Studies have 
pointed the way and indicated the 
need for further research. For ex- 
ample, in institutions where head 
nurses were found to be devoting 
considerable time performing cleri- 
cal activities, further study in this 
area has resulted in changes of 
record forms. These changes were 
brought about through the coopera- 
tive planning of nursing service and 
other departments involved in the 
use of the forms. Some forms have 
been eliminated. The initiation of 
this research may not necessarily 
have come from nursing service 
but necessitates the participation of 
nursing service. a 





# Dr. John R. McGibony, professor 
of hospital and medical administra- 
tion, Graduate School of Public 
Health, University of Pittsburgh, 
will serve as consultant to the 
Rockefeller Foundation in a study 
of educational and hospital matters 
in several foreign countries this 
summer. 

A major portion of the time will 
be spent in India and Burma, al- 
though enroute he will visit hos- 
pitals and universities in England, 
France, Italy, Baghdad, Bangkok, 

_ Saigon, Hongkong, Tokyo, and 
a Honolulu. a 
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No. 32 HP 


Half the shelf space . 


Think what these savings in space and 
money can mean to your hospital! 


Also, you eliminate the time and trouble 
of getting rid of small cartons and tissue 
wrapping. Even the weight is cut 25%. 


Here’s the way the new No. 32 HP Econ- 
omy Hospital Pack is put up: One dozen 
pairs are placed in a transparent bag. 
Each bag has distinctive colored clo- 
sure indicating size. Twenty-four such 
bags of one size gloves go into a compact 
case, only 7% inches high, that fits easily 
on your shelves. 


A minimum of five cases, each holding two 
gross —a total of 10 gross — make up a 


NEW ECONOMY HOSPITAL PACK 
MATEX DERMATIZED GLOVES 


Sut 


.. only #54. per gross 


minimum order for drop shipment to a 
hospital. Smaller quantities of No. 32 are 
still available in boxes of one dozen from 
dealers’ stock. 


And remember, you get the famous Der- 
matized finish which gives more security 
in handling instruments and minimizes 
trauma — plus the permanent and inde- 
structible Kwiksort size markings. 


10 Gross Shipments Per Gross 
No. 32 HP MATEX Dermatized $54.00 
No. 30 HP MATEX Smooth $49.80 


Price corrected from June issue to $49.80 


Available thru MATEX Dealers 


IT’S ANOTHER MASSILLON FIRST! 


The MASSILLON 
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CARDIAC EMERGENCY 


by C. K. Elliott, M.D. 





Editor’s Note: Hospital administra- 
tors, hospital pharmacists, physi- 
cians and nurses are constantly 
searching for ways to improve the 
care of the patients in the nation’s 
hospitals. HOSPITAL MANAGE- 
MENT is responsible for passing on 
to the hospital team any idea, de- 
vice, or procedure that will help 
them in their search. 

In this, and the next issue, we 
present a complete Cardiac Emer- 
gency Kit with its formulary of 
accepted cardiac drugs for use 
when speed in treatment determines 
whether the patient may live min- 
utes or years. The Cardiac Emer- 
gency Kit suggested here is one that 
is presently in use at Lincoln Gen- 
eral Hospital, Lincoln, Nebraska. It 
has already proven its worth. 

D.F.M. 





® IN RECENT YEARS many hospitals 
have employed registered pharma- 
cists to develop and operate the 
hospital’s pharmacy and, as a result, 
the number of drugs carried on the 
floor has greatly decreased. It would 
be highly unlikely that one could 
find all the drugs which might be 
indicated in every type of cardiac 
emergency among those formerly 
carried in the floor supply. It is 
true, in some hospitals, that a few 
drugs are kept at the nurses’ sta- 
tions to be used to “stimulate” the 
critically ill or dying patient but, in 
most instances, no attempt is made 
to have a complete cardiac emer- 
gency kit. 

Furthermore, the pharmacy is 
usually some distance from the pa- 
tient’s room, and in the event of an 
emergency, the nurse must go to 
the pharmacy to get the desired 
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drug. If the pharmacy is closed the 
supervisor of nurses, who may not 
be familiar with the pharmacy or 
with the drug, is called to obtain it. 
Thus precious time may be lost. It is 
the purpose of this kit to make 
those drugs indicated in cardiac 
emergencies readily available on the 
floor, to decrease the time from the 
onset of the emergency to the be- 
ginning of treatment to a minimum, 
and to make full use of the knowl- 
edge and skill of the pharmacist 
whose duty it is to keep this kit 
stocked at all times. 

A set of directions is included 
with the kit in which the indica- 
tions, preparations and _ dosage, 
methods of administration, and cau- 
tions and side effects of each drug 
are discussed briefly, so that a guide 
is readily available to the physician 
who is confronted with such an 
emergency. 








Dr. Elliott is clinical assistant professor of 
medicine, University of Nebraska, Lincoln, 
Nebraska. 

From the Lincoln General Hospital, Lin- 
coln, Nebraska and the Department of 
Medicine, University of Nebraska College 
of Medicine. 








Because of the loose leaf charac- 
ter of this booklet, revisions, addi- 
tions, and deletions are easily made 
in the contents as medical progress 
may indicate. 

The kit is conveniently located on 
each floor. Morphine, meperidine 
(Demerol), and nalorphine (Nal- 
line) are kept in the floor’s locked 
narcotic box. Protamine sulfate re- 
quires refrigeration and is kept ina 
small, well-marked box in the re- 
frigerator on the floor. A note is 
placed in the kit to indicate its lo- 
cation. 

The box measures 16 by 12 by 4 
inches and is constructed from \4- 
inch plywood and 44-inch pine. The 
ampoules are held in place by %- 
to %-inch elastic which is stapled 
at the desired places. Such a case 
may be easily made by the car- 
penter or handy man of the hospital. 
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From the hospital files of ‘“‘Rex’’ McKay” 
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Into the doctor's hands 


at the hospital 
within the hour... 








ice ... Shaw Air Force Base, Sumter, 
§. C.—A patient in critical condition needed 
Bistrium Bromide, 25 mg., and Ansolysen 
Ampules. The hospital called ‘Rex’? McKay 
at Columbia—and the State Highway Patrol 
was alerted. “‘Rex’’ McKay handed the med- 
icine to a waiting officer, and in less than 
one minute he was on his way, with the 
siren screaming. Drugs were delivered into 
the doctor’s hands within the hour. 
* * 2 6 

In emergenices, of course—and in the equally 
important day-by-day routine of operating a 
better, more complete and more efficient hos- 
pital pharmacy—McKesson stands ready to 
assist you. The “Rex’’? McKay service is 
unique in the profession. So is the McKesson 
Hospital Reference Book . . . the most com- 
plete listing of hospital drugs, prices and man- 
ufacturers that exists today. And of prime 
importance—the new Step-Saver Cabinet for 
hospital pharmacies, which puts 12 feet of 
shelf storage into a 2-foot unit! 





Complete Hospital Service. Over 4,000 American 
Hospitals now use McKesson’s new, complete hospital 
services. Let your local McKesson Hospital Represent- 
ative show you how McKesson can simplify your buying 
and ordering, from one local source with complete stocks. 


**Rex’’ McKay Service. For latest pharmaceutical 
information, rely on “Rex”? McKay, our Prescription 
Department Specialist. 


Hospital Pharmacy Fixture Service. Save steps, 
save space with McKesson’s specialized fixtures de- 
signed particularly for hospital pharmacies. 


Personalized Service. Let the McKesson Hospital 
Representative tell you about the personalized service 
he can offer you, tailored to the needs of your hospital 
pharmacy. 


Serving America’s Hospitals 





BETTER... by McKES 


SON 
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The “Directions for Use of Cardiac Emergency Kit” 
are presented herewith: — 
PREFACE 

The indications, dosages and modes of administration of the 
drugs in the emergency kit are set forth briefly herewith. These are 
by no means the only drugs or the only methods of administration 
or possibly not even the best, but they have been employed satis- 
factorily and successfully by recognized cardiologists in the treat- 
ment of emergencies. Therefore, these instructions are intended for 
use in an emergency to refresh one's memory and guide one until 
he has had the time and opportunity to select a method or a 
drug of his own choice. 


CONTENTS 
1. Drugs 
Acetylcholine chloride, 100 mgm. powder in ampoule 
Adrenalin, see epinephrine 
— 95%, non-volatile pigment added. For use in oxygen wash 
bottle 
Aminophyllin injection U.S.P. 
nS MEI PRNC NIG IDG, oo. 5 cielo co 005 cece veawaeeses. 
Intravenous: beng ee a a 
Ra EOE NEED EO CE. o.oo ek a cece ene se ee 
Amobarbital (Amytal) 
Capsules gr. i (60 mgm.) oral 
Ampoule gr. viiss (0.5 gm.) intravenous 
Amytal, see amobarbital 
Atropine sulfate 
H.T. gr. 1/150 (0.4 mgm.) 
eS ee ee ere 
Cedilanid D, see deslanoside U.S.P. 
Demerol, see meperidine hydrochloride U.S.P. 
Deslanoside U.S.P. 
4 cc. ampoules containing 0.8 mgm. (Cedilanid D) 
Dextrose 50%, see glucose 50% 
Digitalis, see deslanoside 
Epinephrine injection U.S.P. 
1:1000 (1 mgm. per | cc.) (Adrenaline) 
Glucose 50% 
Glyceryl trinitrate U.S.P. 
Gr. 1/100 (Nitroglycerine) 
Heparin, sodium P. 
20,000 U.S.P. units equivalent to 200 mgm. .................. 
Levarterenol bitartrate injection U.S.P. 
0.1% solution of base 
Levophed, see levarteranol bitartrate. 
Magnesium sulfate (MgSO,.7H.0) 25% solution 2.5 gm in 10 cc. 
Mecholyl, see Methacholine Chloride 
Meperidine hydrochloride U.S.P. 
mgm. per | cc. (Demerol) 
Mephenterine U.S.P. 
15 mgm. per | cc. (Wyamine) 
Mephyton, see vitamin K 
Mercaptomerin, sodium U.S.P. 
125 mgm. per | cc. (Thiomerin) 
Methacholine chloride 28 U.S.P. 
1% (100 mgm. per | cc.) (Mecholyl) 
Morphine sulfate U.S.P. 
gr. Yq (15 mgm.) H.T. 
Nalline, see nalorphine hydrochloride 
Nalorphine hydrochloride N.N.R. 
5 mgm. per | cc. (Nalline) 
Neostigmine methylsulfate N.N.R. 
1:2000 or 0.5 mgm. per | cc. 
Nitroglycerine, see glyceryl trinitrate 
Novacaine, see procaine 
Potassium chloride 
Tablets, gr. V (0.3) 
Ampoules, 40 m. eq. (15% _— in 20 cc. ampoule). 
Procaine hydrochloride U.S.P. 
Procaine amide hydrochloride eieetion U.S.P. 100 mgm. per | cc. 
Pronestyl, see procaine amide hydrochloride 
Protamine sulfate 1% solution 
Quinidine gluconate injection N.F. 
SE SS es a i 
Quinidine sulfate U.S.P. 
Tablets gr. iii (0.2 gm.) 
Thiomerin, see mercaptomerin 
oe OS eS eee 
Wyamine, see mephenterine 
Resuscitation 
Bloodless phlebotomy 
Phlebotomy - 
il. Needles 
2—25-gauge hypodermic needles 
2—20-gauge |- to 1'/2-inch needles 
1—23-gauge 2-inch intramuscular needle 
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I—20-gauge 6-inch cardiac needle 
. Syringes 

I—20-cc. syringe 

I—10-cc. syringe 

I—5-ce. syringe 

I—2-cc. syringe 
Cotton balls with alcohol 
Tourniquets—4 


LISTING BY DISEASE OR DISORDER 
The drugs employed are not necessarily listed in order of im- 
portance, and one or more may be indicated in the specific condi. 
tion. 
Adams-Stokes Syndrome—see Heart Block 
Analgesics 
1. Morphine sulfate 
2. Meperidine hydrochloride (Demerol) 
Angina 
1. Glyceryl trinitrate (Nitroglycerine) 
Arrhythmias 
A. Premature Systoles 
1. Supraventricular 
a. Quinidine sulfate 
b. Amobarbital (Amytal) 
2. Ventricular 
a. Quinidine sulfate 
b. Procaine amide hydrochloride (Pronestyl) 
c. Amobarbital (Amytal) 
B. Tachycardia 
1. Sinus 
a. Amobarbital 
b. Neostigmine 
2. Supraventricular paroxysmal type 
. Jugular or eyeball pressure 
. Quinidine sulfate 
. Deslanoside 
- Morphine sulfate 
. Meperidine hydrochloride (Demerol) 
. Neostigmine 
- Magnesium sulfate (parenteral) 
. Acetylcholine chloride 
i. Methocholine chloride 
- Ventricular 
a. Quinidine sulfate 
b. Procaine amide hydrochloride (Pronestyl) 
c. Atropine sulfate 
C. Auricular Flutter 
1. Deslanoside 
2. Quinidine sulfate 
3. Procaine amide hydrochloride (Pronestyl) 
D. Auricular Fibrillation 
1. Deslanoside 
2. Quinidine sulfate 
3. Procaine amide hydrochloride (Pronestyl) 
E. Cardiac Standstill 
1. Epinephrine 
2. See notes on cardiac resuscitation 
F. Digitalis intoxication or overdosage producing an arrhythmia 
or premature systoles. 
Arterial Occlusion, Acute—see Thrombo-embolic Processes 
Asthma 
A. Cardiac—see Heart Failure, Acute 
B. Allergic (and other allergic reactions} 
|. Epinephrine 
Auricular Fibrillation—see Arrhythmias "D" 
Auricular Flutter—see Arrhythmias "C" 
Auricular Tachycardia—see Arrhythmias 'B-2" 
Block—see Heart Block 
Cardiac Failure—see Heart Failure 
Cardiac Standstill or arrest—see "E" under Arrhythmias 
Carotid Sinus Hypersensitivity 
1. Atropine sulfate 
2. Quinidine sulfate 
Convulsions—see Hypertensive Crises 
Dicumarol Poisoning—see Hemorrhage Due to Dicumarol 
Digitalis Intoxication—see Arrhythmia "F'' 
Edema, Pulmonary—see Heart Failure, Acute 
Embolism—see Thrombo-embolic Processes 
Heart Block 
A. Sinoatrial 
|. Atropine 
B. oo with Stokes-Adams Syndrome 
|. Epinephrine 
2. Atropine sulfate 
Heart Failure 
A. Rago with Pulmonary Edema (Cardiac Asthma) 
. Deslanoside 
2 Aminophyllin 
3. Mercaptomerin (Thiomerin) 
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4. Morphine sulfate 
5. Meperidine hydrochloride (Demerol) 
6. Alcohol inhalations 
7. Bloodless phlebotomy 
8. Phlebotomy 
B. Chronic 
1. Deslanoside 
2. Morphine sulfate or Demerol 
3. Mercaptomerin (Thiomerin) 
Hemorrhage—see also Shock 
A. Due to heparin 
|. Protamine sulfate 
2. Whole blood 
B. Due to dicumarol or derivatives, or vitamin K deficiency 
i. Vitamin K, emulsion 
2. Whole blood 
Hypertensive Crises 
|. Amobarbital 
2. Magnesium sulfate (parenteral) 
3. Glucose 50% 
Hypoalycemia 
i. Glucose 
2. Epinephrine 
Hypotension, severe, following surgery for pheochromacytoma or 
overdosage with antihypertensive drugs 
|. Levarterenol 
2. Mephenterine (Wyamine) 
3. Epinephrine 
Opiate Poisoning 
i. Nalorphine (Nalline) 
Sedatives 
|. Amobarbital (Amytal) 
2. Morphine sulfate 
3. Meperidine hydrochloride (Demerol) 
Shock-Peripheral Vascular Failure 
i. Levarterenol 
2. Mephenterine (Wyamine) 
3. Epinephrine 
Thrombo-embolic Pr (including sudden arterial occlusion, 
pulmonary embolism, non-fatal, and other thrombo-embolic  in- 
cidents) 
1. Heparin 
2. Atropine 
3. Meperidine hydrochloride (Demerol) 





LISTING BY DRUGS 
ACETYLCHOLINE CHLORIDE 


Indications: 

Supraventricular paroxysmal tachycardia 
Preparations and Dosage: 

Acetylcholine chloride comes in 100 mgm. 
ampoules as a dry powder, which is dis- 
solved in 10 cc. distilled water for intra- 
venous use. Dose: See under "Methods." 
Methods: 

There is some discussion of the wisdom 
of using this drug. The manufacturer sug- 
gests that methacholine is the drug to be 
preferred. However, Doctor Richard P. Gil- 
bert of Northwestern University Medical 
School and Doctors Schoolman, Bernstein, 
Pascale, and Littman suggest its use in 
paroxysmal auricular tachycardia because 
of its effectiveness and the short duration 
of action when given intravenously. Also the 
side effects seem to be much less than 
methacholine, and the action not nearly so 
prolonged. The action is quite predictable 
and constant when given intravenously. 
George EntwisTle describes its use in his 
article on "Cardiac Arrhythmias” in Med- 
ical Clinics of North America. Linenthal and 
Freedberg advise 20 mgm. intravenously to 
a recumbent patient. If normal sinus rhythm 
is not obtained in three or four min- 
utes, the dose is increased successively to 
40, 60, 80, and finally 100 mgm. every 3 
to 4 minutes. 

Doctor Gilbert has advocated beginning 
with 15 mgm. intravenously and increasing 
it every few minutes until a total of 100 
mgm. has been given, the tachycardia 
ceases, or untoward reactions occur. 

The action of the drug by the intravenous 
route is quite constant, but its use subcu- 
taneously or intramuscularly is unpredict- 
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able because acetylcholine is rapidly de- 
stroyed by the cholinesterases in the tissues. 
Doses of 50 to 100 mgm. have been given 
subcutaneously with practically no effects. 


Cautions and Side Effects: 

Methacholine or mecholyl have been ad- 
vocated in place of acetylcholine chloride 
because of the more prolonged and con- 
stant effects when given subcutaneously, but 
it would seem that the short action of ace- 
tylcholine is to be preferred in paroxysmal 
auricular tachycardia. The symptoms of in- 
travenous injection are flushing of the skin, 
sensation of warmth, throbbing of the head 
and occasionally palpitation, sweating, sali- 
vation, lachrymation, and sometimes a sen- 
sation of substernal constriction. The rather 
prolonged period of asystole which pre- 
cedes the development of a normal sinus 
rhythm is alarming to say the least. Atro- 
pine sulfate gr. 1/100 should be ready in 
a syringe for intravenous use if perturbing 
reactions do occur. 

Since neostigmine inhibits the action of 
cholinesterase, the action of acetylcholine 
(or metacholine) is potentiated. Therefore, 
they should not be given together, or too 
closely together without decreasing the 
dose of one or both. 

Quinidine lessens the effectiveness of 
acetylcholine to the point that if a large 
dose of quinidine has been given, the 
acetylcholine will be almost totally inef- 
fective. 


ALCOHOL INHALATION 
Indications: 

Pulmonary Edema 
Materials: 

1. 95% alcohol (pink color is due to non- 
volatile, non-toxic pigment —_ amar- 
anth 1% aqueous solution added in 
amount of 25 gtts. per gallon) 

Method: 

Partially fill the oxygen wash bottle with 
95% alcohol. Administer oxygen in the usu- 
al way by nasal catheter. If a mask is used. 
employ alcohol in a concentration of 30 to 
40%. Alcohol reduces frothing and is re- 
ported to improve pulmonary ventilation. 


AMINOPHYLLIN U.S.P. 
Indications: 

1. Acute left heart failure with pulmo- 

nary edema and dyspnea 

2. Asthma 
Preparations and Dosage: 

Aminophyllin 0.5 gm. in 2 cc. for intra- 
muscular use 

Aminophyllin 0.25 gm. (gr. 334) in 10 
cc. for intravenous use 

Aminophyllin 0.5 gm. (gr. viiss) in 20 cc. 
for intravenous use 
Metheds: 

Intravenous: The injection should be 
made very slowly. The dose varies from 
33%4 grains (0.25 gm.) to 7'/2 grains (0.50 
gm.). It usually requires 0.50 gm. to relieve 
pulmonary edema. The effect is rapid and 
by the time it begins to decline the effect 
of the digitalis, which was started at the 
same time, has become evident. 

Intramuscular: This is used where a more 
prolonged, slower effect is desired. This situ- 
ation often arises in congestive failure as- 
sociated with myocardial infarction. Two 
cubic centimeters containing 0.5 gm. are 
mixed with | cc. of 2% procaine solution 
and injected deeply into the muscles of the 
buttocks. Unless procaine is added to the 
aminophyllin, the pain is quite severe and 
prolonged. 

The value of aminophyllin in coronary 
infarction is a debatable question and too 
long to go into here, other than to state 
that some cardiologists use it and others 
do not. 
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Its use in asthma in a dose of 0.5 gm. 
intravenously is usually followed by a very 
prompt relief of symptoms. 

Cautions and Side Effects: 

If injected too rapidly, nausea, headache, 
dizziness, palpitation, and fall in blood 
pressure may occur. Precordial pain may 
also be noted. Extravasation of any amino- 
phyllin solution is to be avoided because 
the pain is persistent and quite severe. 


AMOBARBITAL, SODIUM (amytal, sodium) 
Indications: 

1. Anticonvulsant 

2. Hypertensive crisis 

3. Sedative 
Preparations and Dosage: 

Oral: Amobarbital, sodium gr. 1 (0.06 

gm.) capsules Dose: Usually gr. | to 5 
Intravenous: Amobarbital, sodium gr. 
viiss (0.5 gm.) ampoules. Dose: The 
amount necessary to control symptoms 
and produce desired relaxation 
Methods: 

Orally: Amobarbital is used in a dose to 
produce the desired effects of sedation or 
hypnosis in emotionally upset, nervous, or 
hypertensive patients. This may be gr. |, 
two to four times daily as a sedative, or 3 
to 5 grains in a single dose as a hypnotic. 

Intravenously: The contents of the am- 
poule is dissolved in 7.5 cc. of sterile water 
thus making | grain per each cubic centi- 
meter of solution. It is injected intravenous- 
ly at a rate of I cc. (1 grain) or less per 
minute in an amount necessary to control 
symptoms. The respiratory rate which de- 
creases with the amount injected and the 
degree of muscle relaxation serve as guides 
to the amount to be used. The dose may 
be repeated as often and in amounts dic- 
tated by the response and condition of the 
patient. 


Directions 
for wse of 


Cautions and Side Effects: 


Since the status of the patient is used 
as a guide to the dosage, too rapid ad. 
ministration may permit excessive dosage 
and serious side effects. Large doses in all 
instances, and smaller ones in individuals 
with a particularly sensitive respiratory cen- 
ter to barbiturates, may lead to depression 
of the center and even complete parzlysis 
of it. 

Sensitivity or idiosyncrasy to the drug 
occurs quite frequently in the form of skin 
reactions, menial confusion, and resiless- 
ness. Elderly patients are particularly prone 
to these. Great caution should be sed 
when amobarbital is given to patients with 
hepatic or renal insufficiency and smaller 
doses will usually be required. Since wnto- 
ward and unpredictable responses are more 
likely to occur in patients with fever, severe 
anemia, diabetes, and congestive heart 
failure, the judicious use of barbiturates 
and close observation of the patient who 
has received it, will be necessary. 


ATROPINE SULFATE U.S.P. 
Indications: 
1. Adams-Stokes syndrome 
2. Sino-auricular block 
. Carotid sinus hypersensitivity 
. Premature ventricular systoles 
. Ventricular tachycardia 
. Antidote for methacholine and acetyl- 
choline 


Preparations and Dosage: 


Hypodermic tablets: Atropine sulfate gr. 
1/150 Dose: Subcutaneously gr. 1/150 
to gr. 1/30 (0.4 to 2.0 mgm.) Intra- 
venously (for dire emergencies only.) 
Dose up to 2.0 mgm. 

Solution atropine sulfate gr. 1/150 per 
cc. Dose as given above 
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Methods: 

In Adams-Stokes syndrome gr. 1/60 may 
be given subcutaneously unless a real emer- 
gency exists when it might be given intra- 
yenously. Atropine is less effective in this 
condition than is epinephrine. The latter is 
the drug of choice. 

Sino-auricular block with marked brady- 
cardia accompanied by faintness and syn- 
cope, where the underlying physiology is 
alae of the vagus, may be greatly 
improved by atropine sulfate gr. 1/60 sub- 
cutaneously every four hours. Otherwise 
epinephrine is the more effective drug. 

Levin found that atropine in a dose of 
2 mgm. subcutaneously one hour after a 
large dose of quinidine orally was effective 
in two instances in stopping a ventricular 
tachycardia. All other measures had failed. 

The effect of atropine in reducing re- 
flex spasm of vessels in coronary occlusion 
and pulmonary bolism has not been 
proved to the satisfaction of all. It is em- 
ployed by some cardiologists. 

Cautions and Side Effects: 

Infants and children are quite sensitive 
to atropine and may show signs of poison- 
ing in course of therapy with the drug. The 
symptoms of intoxication or overdosage 
consist of burning and dryness of the 
mouth, difficulty in speech and swallowing, 
blurred vision, elevation of the tempera- 
ture (particularly in children), weakness and 
rapidity of the pulse (tachycardia may be 
absent in children and the aged), and de- 
cline in blood pressure. There may be rest- 
lessness, visual hallucinations, and incoordi- 
nation. In fact, persons so affected may ap- 
pear as psychotics. The margin of safety, 
however, in adults is great—in fact, far 
greater than it is usually thought to be. 
Alexander reports one patient who survived 
taking a single dose of 1,000 mgm. 

There are only occasional reactions of 
the hypersensitive variety with edema of 
lips and glottis. 


DESLANOSIDE U.S.P. (Cedilanid) 
Indications: 

1. Congestive cardiac failure 

2. Paroxysmal tachycardia 

3. Auricular fibrillation 

4. Auricular flutter 
Preparations and Dosage: 

Deslanoside (0.2 mgm. per | cc.) 4 cc. 
ampoules containing 0.8 mgm. Digitalizing 
dose: 1.2 to 1.6 mgm. intravenously as di- 
rected below. 

Methods: 

Strophanthin according to Paul White is 
preferred to digitalis by the European and 
South American cardiac clinics. Digitalis is 
used very largely in this country. In fact, 
strophanthin is no longer available at most 
pharmacies. It has little if any virtue over 
certain of our present day purified digitalis 
glycosides. The following table gives the 
rates of action of various digitalis products 





Cautions and Side Effects: 

The administration of deslanoside should 
be carried out very slowly and large doses 
should be avoided since ventricular fibrilla- 
tion has been reported from them. The us- 
ual signs of overdosage are anorexia, nausea 
and vomiting, headache, slowing of heart 
rate, and premature systoles. The usual elec- 
trocardiographic changes of large dosages 
are a depression of the S-T segments, pro- 
longed P-R intervals, and premature systoles. 

Potassium chloride will usually correct ar- 
rhythmias when they are due to digitalis 
intoxication. See potassium chloride for 
dosage and methods of administration. 


EPINEPHRINE (adrenalin) 
Indications: 
. Adams-Stokes disease 
2. Allergic reactions 
3. Hemorrhage and shock 
4. Ventricular standstill (intra-cardiac in- 
jection, see section on cardiac resusci- 
tation) 
5. Hypoglycemic reactions 


Preparations and Dosage: 


Epinephrine injection 1:1000, 0.1 to 1.0 
ce. 


Methods: 


The dose varies from 0.1 to 1.0 mgm. (0.1 
cc. to 1.0 cc). This may be administered 
subcutaneously, intramuscularly, intraven- 
ously, or into the heart. The first is by far 
the safest and most common route, while 
po last two are reserved for emergencies 
only. 

In Adams-Stokes syndrome, 0.25 to | cc. 
is administered subcutaneously as often as 
necessary to maintain a heart rate above 
30 beats per minute. This may be as often 
as every 15 to 40 minutes or as infrequent 
as every 2 to 3 hours. After the emergency, 
the heart rate may be more satisfactorily 
maintained by employing epinephrine in oil 
or oral ephedrine which requires less fre- 
quent administration. 

Its use in allergic reactions may require 
0.1 to 0.5 cc. subcutaneously at frequent 
intervals of five to 60 minutes as is neces- 
sary to alleviate symptoms. In hemorrhage 
and shock, levarterenol or mephenterine 
are to be preferred. 

In emergencies, 0.25 cc. may be diluted 
to 10 ce. with water and injected slowly in- 
travenously. It may be a life-saving measure 
if injected a few minutes before possible 
cessation of heart beats. Intra-cardiac in- 
jections through the chest wall are general- 
ly opposed by most authorities (see section 
on cardiac resuscitation). 

Cautions and Side Effects: 

Large doses may cause ventricular fibril- 
lation or may precipitate a cerebrovascular 
accident. r 

Epinephrine should be avoided or used 
cautiously in hypertensives or in patients 
with hyperthyroidism since those patients 
are more sensitive to it. 





Action Strophanthin 
Starts 3-10 minutes 
Maximal Yo-2 hours 
Regresses 8-12 hours 
Gone 1-3 days 


Digoxin 





10-30 minutes 
1-2 hours 
16-36 hours 
3-6 days 


Digitoxin Deslanoside 
5-30 mins. 25-120 mins. 

1-5 hours 4-12 hours 
8-10 hours 2-3. days 
2-6 days 2-3. weeks 








and strophanthin when given intravenously. 

Deslanoside (0.2 mgm./cc.) is given in 
a dose of 4 cc. intravenously and repeated 
in four hours, with 2 cc. to 4 cc. more. The 
usual digitalizing dose will be 1.2 mgm. to 
1.6 mgm. Maintenance dosage is started 
the following day by the oral route if pos- 
sible. 
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Minor reactions to it consist of fear, 
anxiety, + . rest , palpitation, 
and headache. 
GLUCOSE 50% SOLUTION (dextrose 
50% solution) 
Indications: 

1. Hypertensive crisis 

2. Hypoglycemic reactions 





Preparations and Dosage: 


Glucose 50%, 20 to 50 cc. intravenously 
is usual dose. 


Methods: 

Give very slowly intravenously in the 
amount needed for the condition for which 
it is given. Twenty to 30 cc. will usually cor- 
rect a hypoglycemic reaction, though more 
may be given. In hypertensive crises, 50 or 
more cubic centimeters should be given. 
Cautions and Side Effects: 

It should be given slowly to avoid gen- 
eral reactions and to prevent injury to the 
lining of the vein and subsequent throm- 
bosis. Extravasation should be avoided since 
it is quite painful and sets up a rather 
severe local reaction. 


GLYCERYL TRINITRATE U.S.P. (nitroglyc- 
erine) 
Indications: 

1. Angina pectoris 
Preparations and Dosage: 

Glyceryl trinitrate H.T., 0.4 to 0.6 mgm. 
(gr. 1/150 to gr. 1/100 sublingually) 
Methods: 


Nitroglycerine taken sublingually is rapid 
in action and will very promptly relieve the 
pain due to angina pectoris. It may be 
necessary to repeat at intervals of 10 to 
15 minutes if the pain recurs. Pain which 
persists may indicate a coronary occlusion 
as its underlying cause and may actually 
contraindicate the use of nitroglycerine. 
Cautions and Side Effects: 

Severe headache may follow the use of 
nitroglycerine and will usually disappear in 
a short time. 

Its use in coronary occlusion is contrain- 
dicated where low blood pressure and shock 
exist. 


HEPARIN, SODIUM U.S.P. 
Indications: 

1. Thrombotic processes as, coronary 
thrombosis, thrombophlebitis, phlebothrom- 
bosis. 

2. Sudden arterial occlusion 

3. Non-fatal pulmonary embolism. 


Preparations and Dosage: 
Heparin Sodium U.S.P., 100 to 200 mgm. 
(10,000 to 20,000 units) in I cc. 


Methods: 


Before starting the administration of 
heparin, a venous coagulation time should 
be determined by a standard method such 
as that of Lee and White (normal value 5 
to 10 minutes). 

The older and more common method of 
administration consists of an intravenous 
drip of 5% glucose or physiological saline 
solution to which 100 mgm. to 200 mgm. of 
heparin have been added. This is allowed to 
run at the rate of about | cc. per minute 
and thus 6 or 12 mgm. of heparin per hour 
depending upon whether 100 or 200 mgm. 
had been added to the solution. A coagu- 
lation time is determined at the end of two 
hours and the rate of administration is then 
adjusted to maintain the level of venous 
coagulation at about two to three times 
normal. Thereafter, the coagulation time 
may be determined every 12 hours and the 
dose of heparin adjusted accordingly. If, 
however, the fluid intake is too great, more 
heparin may be added to the infusion. 

Engelberg recently showed that doses of 
150 to 200 mgm. of heparin may be ad- 
ministered subcutaneously in the areolar tis- 
sue every 12 hours, or even every 24 hours, 
with the maintenance of a well-controlled 
anticoagulation. In fact, if it is desired to 
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Decontamination of Radioactive Linens 


Part Il 


This is the second part of a two part 
article. Part I appeared in the June 
issue. 


Simple Contamination 


The recommended procedure for 
the removal of the contamination 
from washable clothing is quite 
simple. The bulletin published by 
the Atomic Energy Commission 
recommends that the clothing be 
washed for ten minutes with soap, 
alkali, and a complexing agent, fol- 
lowed by a high five minute rinse. 
This simple procedure is to be re- 
peated, if necessary, until the con- 
tamination is completely removed. 
It was found that in simple cases of 
contamination one wash was all 
that was necessary to remove all the 
contamination. This should be reas- 
suring to the laundry manager now 
using a complex phosphate as a 
regular part of his washing formula. 
If he does have radioactive con- 
tamination present in his linen, 
even though he might not be aware 
of it, the contamination will not 
spread and can be removed. It is 
not entirely out of the realm of pos- 
sibility that the laundry manager of 
tomorrow will have to have a radio- 
activity measuring device as part of 
his standard equipment. 

It was shown in the bulletin pub- 
lished by the Atomic Energy Com- 
mission that the use of mechanical- 
ly softened water, although valuable 
to the laundry manager, was of no 
particular value in the removal of 
radioactive contamination. In fact, 
it was determined, that in some 
cases the use of naturally hard 
water was better for the removal of 
the contamination. The laundryman 
who has a water softener, and who 
does not use a complexing agent in 
his washing formula, is in a peculiar 
position of not being able to remove 
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any more of the radioactive con- 
tamination than can be removed by 
flushing the clothes with water and 
he too will cross-contaminate any 
other clothing that is being washed 
with the contaminated clothing. 
Eventually the contamination may 
be spread to the rest of the linens 
that he washes. 


Hot Water Beneficial 


Certain facts were brought out in 
the research made at the Johns 
Hopkins university. One fact was 
that hot water and high tempera- 
tures in the wash formula were 
very beneficial in the removal of the 
contamination. These high tempera- 
tures are a regular feature of our 
typical washing formula right now. 
It was found that it was extremely 
important to remove all traces of 
lime-soap from the clothing to re- 
lease the radioactive contamination. 
It was also found that washing in 
an alkaline solution, such as our 
washing formulas are, presented the 
best condition for the removal of 
radioactive contamination. It was 
also found that the use of chlorine 
bleach had no effect whatever on 
the removal of the contamination. 

It was also determined that a 
prolonged washing formula was of 
no value in the removal of the con- 
tamination and that light loading of 
contaminated linens was very im- 
portant. As the laundry manager 
might have no way of determining 
the actual extent of the contamina- 
tion it would be well for him to 
never over-load his washing ma- 
chines. 


Research was made to determine 
the value of dry cleaning in the 
removal of radioactive contamina- 
tion and it was found that in the 
absence of moisture the common 
dry cleaning solvents, Stoddard and 
140F solvent (petroleum fractions) 
and carbon tetrachloride, trichlor- 
ethylene, and perchlorethylene re- 
moved practically no contamination. 
However, when small amounts of 
water were added to the cleaning 
bath some removal was noted. The 
higher percentage of moisture pres- 
ent the greater removal was ob- 
tained. The addition of complex 
phosphate to the aqueous phase 
resulted in satisfactory removal of 
the radioactive contamination. The 
results showed that the use of a 
modified dry cleaning process, with 
entirely aqueous wash _ solutions, 
and the use of a complex phosphate, 
were quite successful in the re- 
moval of radioactive contaminants. 


Pre-Treating 


Research was made to determine 
the value of pre-treating the fabrics 
to ascertain if that method would 
be of value in helping the removal 
of the contaminants during the 
washing operation. The fabrics 
were given a coating of starch and 
as the starch film is usually re- 
moved during the washing opera- 
tion it was expected that the radio- 
activity deposited upon the layer o/ 
starch would be washed away dur- 
ing the washing operation. From 
the published results it appears that 
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The 
Challenge Tumbler 


IDEAL FOR 
THE HOSPITAL 
LAUNDRY... 






































The Challenge Tumbler isa PM —@ FULL DRIES 800 LBS. 
perfect unit for the hospital laundry. - Lugar (dry weight) PER HOUR == 


One tumbler will handle the 
entire output of a 300 bed hospital = 9 PRE- CONDITIONS 
laundry, using only 5 minutes of a 2400 LBS. (dry weight) 
the operator's time per hour. Loads |) PER HOUR 


may be alternated if desired 


.. full-dry one load, pre-condition _ @ RELEASES STEAM 
the next. CAPACITY FOR 
orerdeai OTHER USE 
The “Challenge” is made in gas, 


gas-oil, and steam models. The gas eo AUTOMATIC “TIME 
and gas-oil models replace existing SAVING” OPERATION 


equipment using up to 50 boiler 
horse power. Steam models use only 
17% boiler horse power 


Automatic Loading Conveyor 
Available For Notrux Operation 


Distributed Exclusively By : 
THE AMERICAN LAUNDRY MACHINERY COMPANY ° 
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the women 
of 
our time... 


This is Dr. George N. 
Papanicolaou, the physi- 
cian who many feel has 
done the most for the women 
of our time. His develop- 
ment of the uterine cancer 
cell examination has made 
it possible to diagnose can- 
cer of the uterus, or womb, 
in very early stages.. 
Cancer in this site strikes 
about 33,000 women a year 
and claims the lives of 
almost half of them. The 
tragic fact is that many of 
these lives are lost needless- 
ly, for cancer of the uterus 
is highly curable. If every 
woman had her doctor per- 
form this simple, painless 
procedure once a year, thou- 
sands of those who have 
cancer of the uterus could 
be saved. 

Don’t gamble with your 
life! See your physician 
about the uterine cancer 
cell examination soon. 


AMERICAN 
CANCER 
SOCIETY 





Accounting 
Continued from page 92 


Summary 





The accounting office of the 
hospital has a duty to furnish 
administration with adequate, 
| current financial data and to 
interpret that data in the light 
of current economic trends. 

Management, in turn has a 
responsibility to see that the 
accounting office is adequately 
staffed so as to be in a position 
to compile this data. Further, 
management has a responsibili- 
ty to use the data provided. 

Uniformity in the compilation 
of this data has definitely been 
established as a “must” in any 
well-organized hospital — any 
hospital that professes to be 
“modern”. 


II of the American Hospital As- 
sociation “Handbook on Ac- 
counting, Statistics and Busi- 
ness Office Procedures”. The 
adoption of the theory outlined 
in this handbook resolves itself 
into: 

1. adoption of a_ uniform 

classification of accounts 

2. adoption of uniform sta- 

tistical terms and methods of 

accumulating statistics 

3. use of the “accrual” sys- 

tem of accounting. 

Awareness of our deficiencies 
is the first step toward progress. 
If we propose to offer to the 
community we serve the best 
there is, then we certainly can- 
not afford to be lagging behind 
in this one phase of hospital op- 
eration when such great ad- 
vancements have been made in 
this day in patient care and 
medical research. 








The principal tool designed | 
for attainment of this uniform- | 
ity and made available to all | 
hospitals is Section I, and for | 
smaller hospitals, now, Section | 











Cole 
Continued from page 82 


having the least doubt as to the 
correctness of his interpretation wil] 
ask for consultation with someone in 
the special department involved, 
Those who fail to resort to consuita- 
tion and are found to be incompe- 
tent will, of course, be reclassified as 
to privileges. Since consultation may 
be had with specialists not neces- 
sarily connected with the individual 
hospital, competition between con- 
sultants will be increased. Such 
competition should improve rather 
than lower the standards. When 
hospitals cease to charge for medi- 
cal services, the patient’s hospital 
bill will be reduced proportionately, 
the consultant will send his own bill 
for interpretation, but the total cost 
to the patient should not rise. 


Unethical Contracts? 


Laboratory specialists are still 
physicians subject to the same ethi- 
cal and professional standards as 
those in the various branches of 
clinical medicine. Contracts under 
which the hospital acts as an agent 
for the physician in procuring pa- 
tients, in the collection of his fees, in 
the division of this fee between 
physician and hospital, and in the 
creation of a monopoly for him are 
grossly unethical and are certainly 
not tolerated in the clinical branch- 
es. 

Why wait to be forced to make 
changes which are ethical and 
legal? Let us accept the challenge of 
the times. Let physicians practice 
medicine with full competition, us- 
ing the hospital for the services nec- 
essary for the care of their patients. 
Hospitals do not wish to practice 
medicine. Physicians have unwit- 
tingly forced it upon them by asking 
for monopolistic contracts and for 
a division of money collected by 
the hospital. 

This discussion is a challenge to 
both! ‘e 





She had insisted on taking along 
every garment she owned and they 
arrived at the station loaded with 
baggage. 

“I wish,” said the husband 
thoughtfully, “that we had brought 
your piano.” 

“Now, don’t be sarcastic,” came 
his wife’s frigid reply. 

“Tm not being sarcastic,” he said 
wistfully. “I left the tickets on it.” 
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LAUNDRY the laundering operation (the contamination is not difficult at all. 
— 106 break) should remove a major part It would be well to hope that none 
.@ Se of the contamination. These agents of us will ever be called upon to use 
wil certain radioactive ions were able are notably — hot water, soap, al- the information here contained 
nd to combine with the cotton fibers kali, and a complexing agent. The after a major catastrophe but it is 
ved despite the presence of the starch subsequent rinses should complete good to be prepared and to know 
* bes and proved that pre-starching was the removal process but in event that the problem can be handled in 
ae more of a hindrance than an aid the contamination is not completely a simple manner. However, it must 
+ when detergents were used to re- removed the washing process is to be stated that there are hospital 
ie: move the contamination. be repeated. laundry managers who already have 
oa For the purpose of research they the problem and most of them do 
idual tried treating the fabrics with water Information Available not know it. They are the laundry 
cos repellents to establish their effi- managers who are presently em- 
Such ciency in the subsequent removal of It is recommended that every ployed in hospitals using radioactive 
athe the contamination. They found that laundry manager obtain a copy of isotopes every day. To them this 
hes fabrics treated with water repellents this report (Bulletin No. NY0-4990) | problem is real and needs their 
1edi- were much more susceptible to and read it. It may be obtained prompt attention. s 
pital radioactive ions. Because of the re- from the / : 
itely duction of wettability of the treated Office of Technical Services 
: bill fabrics it made the decontamination Department of Commerce 
cost by laundry methods much more Washington 25, D. C. 1 
difficult. The field tests made by Cost .80 | |aownistiae] | | 
the Army Quartermaster Corps I| | 
show that water repellent finishes The writer attended a_ lecture 
appear to pick up more contamina- some time ago where the problem 
still tion and to resist its removal to a of handling linens contaminated 
thi. greater degree than the non-water- = with radioactivity was under dis- 
a repellent-treated materials. cussion and he went away with the 
a The Atomic Research report indi- _ impression that it was much easier 
nder cates that the removal of radio- | and far more economical to just 
gent active contaminants from cotton destroy the contaminated linen and Nad 
pa- fabrics can be done easily and eco- _—‘repilace it than it was to try to 
.s, in nomically. The employment of ef- salvage it. It is of great comfort to “Come in, Wallis... we were just 
veen fective agents in the initial steps of know now that the problem of de- talking about you!” 
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with Orpha Mohr 


Product and Nursing 


= Cost of nursing service is the 
highest departmental budget with- 
in the hospital. This has been true 
for a great many years but, as sala- 
ries increase and graduate nursing 
personnel continues to be in short 
supply, it behooves hospital admin- 
istrators to study nursing services 
costs and seek ways and means to 
reduce costs and if possible, to 
save nursing hours for direct pa- 
tient consumption. Such a study will 
most likely bring about improved 
patient care which would be re- 
flected in improved public relations 
for the hospital as a by-product. 

Cost of nursing service is made 
up from salaries of all nursing per- 
sonnel, supplies and equipment used 
in the care of the patient. We may 
juggle these costs one way or an- 
other, but, in the main, if costs are 
to be reduced, we must cut the pay- 
roll, and the question most admin- 
istrators ask, when labor or time 
saving devices are presented, “Will 
this reduce the payroll?” Often this 
is not as important as the question, 
“How will this time saved, be uti- 
lized?” 

Graduate nurses are in short sup- 
ply and more and more medical 
duties are being passed on to them 
—duties which doctors, internes or 
residents used to carry out, but 
their time is also at a premium. 
Greater patient loads and more 
scientific treatments necessitate the 
doctor passing on to the graduate 
nurse greater responsibilities which 
have evolved into truly scientific 
nursing. 
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Time Studies 


Thirty years ago, the student 
nurse first learned how to clean 
and scrub well. When she finally 
achieved that far goal of caring for 
the patient, she bathed, fed and 
made the patient comfortable, took 
temperatures and respirations, gave 
some medications and waited on the 
patient’s more personal needs. Many 
young women were scared away 
from the nursing field by the bed 
pan parade. Today, the student 
nurse’s first year is spent largely 
in the class room. She _ studies 
chemistry, anatomy, psychology of 
self and patient, physiology, surgi- 
cal procedures, and diseases, spe- 
cial diagnostic and treatment pro- 
cedures, as well as some of the 
liberal arts, so that she will be 
rounded into a well-adjusted, scien- 
tific person. 

It is now as routine as taking 
temperatures for the nurse to check 
blood pressures. She often sets up 
intravenous medications and suc- 
tion apparatus. The doctor relies on 
the nurse’s observations of the pa- 
tient’s condition and reactions be- 
cause she is scientifically trained 
and sees much more of the patient 
than the doctor or interne does. 
With all of these added responsibili- 
ties, it is easy to see why the nurse 
welcomes every time-saving device 
which comes to her attention. 


Need Time Savers 


Mounting costs and the shortage 
of nurses have caused nurses, pur- 


chasing agents and administrators 
to besiege manufacturers for the 
development of supplies and equip- 
ment which would save nursing 
time and energy and also bring 
about improved patient care. 

In the past 10 years, hospital in- 
dustries have spent millions of dol- 
lars on product research. Research 
men have gone into our hospitals 
to question, to observe, and to work 
with hospital personnel, thereby 
learning procedures and _ technics 
carried out in work areas of the 
hospital, constantly looking for 
ways and means to simplify pro- 
cedures through the development 
of new products. These men listened 
to the complaints and problems of 
the nurses and doctors. For exam- 
ple, T-binders were a_ constant 
source of annoyance to the obstet- 
rical nurse and to the patient, as 
well as to the laundry and sewing 
room. There never was a sufficient 
number on hand. They just van- 
ished. They were uncomfortable 
and unsanitary. The bed was con- 
stantly soiled, an embarrassment to 
the patient and additional work for 
the nurse and laundry. 


New OB Pad 


Finally, a well-known obstetrical 
supervisor, Mary Mitchel R. N., put 
on a one-woman campaign to get 
leading manufacturers to develop 
a belt which would be adaptable 
for all obstetrical patients. This 
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Bite AND THINK a moment about the cost differential 
between the amount you pay for oxygen per cubic foot 
and what it actually costs you to render an effective 
treatment. You'll find that the additional expenses of 
nurses, orderlies, records clerk, and maintenance and 
storage facilities radically increase the ultimate cost of 
oxygen to the hospital. 

LINDE can help you to reduce the over-all cost of oxy- 
gen per patient. We can furnish ideas and visual aids 
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Division of Union Carbide Corporation 
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* Cost Per Patient—the ulti- 
mate cost to the hospital per 
hour of effective treatment. 


























that will help you to cut costs of oxygen installations, 
operations, and treatments. We can even assist you in 
setting up an efficient bookkeeping system. We can show 
you how to avoid accidents. We offer advice in planning 
and installing an efficient storage and distributionsystem. 

Oxygen information and practical aid for hospitals 
has always been a LINDE service. To find out how you 
can get the most from your oxygen dollar, just call or 
write the LINDE office nearest you. 
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meant developing a new obstetrical 
pad. These changes required de- 
signing new machines. It took time, 
but it was done. Now we have com- 
fortable belts and pads. Today’s 
mother knows nothing about those 
old-time T-binders. 


Out of this study, our research 
man noted that personnel in the 
OB department wrapped pads for 
autoclaving during any spare mo- 
ments. There were times when 
there wasn’t time left to wrap pads. 
This presented quite a problem. He 
came up with the idea of the manu- 
facturer supplying pr e-wrapped 
pads. Today, we have pre-packaged 
pads with cotton balls, a complete 
pre-wrapped pack, wrapped so that 
the nurse or the new mother can 
apply the pad. Aseptic technic 
comes naturally. We now have a 
complete line of pre-packaged dress- 
ings, ranging from _pre-counted 
and wrapped x-ray detectable 
sponges to completely assembled 
heavy drainage packs. Paper, cellu- 
lose and other synthetic fibres, as 
well as plastics, have come into 
common use as these research proj- 
ects have been developed to save 
nursing time and labor. Our pa- 
tients benefit, comfortwise, safety- 
wise, and costwise. 


Suture Innovations 

There has been equal or ever. 
greater changes in the suture field. 
Surgeons, surgical nurses, and pur- 
chasing agents heckled the suture 
men for better-marked packaging 
in something besides glass tubes and 
a more complete line of needle 
sutures ready for use. Today we 
have pre-cut lengths, plastic pack- 
ages, and a quite complete line of 
needle sutures for the surgeon to 
choose from. Hours of time have 
been saved in surgery and there is 
less waste of suture material. 


Surgical blade manufacturers 
have finally succeeded in develop- 
ing a pre-packaged sterile surgical 
blade. This should give the surgeon 
a perfect sharp. The blades not used 
can be saved for another case, 
thereby reducing cost in use. We 
also have autoclave tape, pre- 
marked as to size and item, which 
may serve as an indicator that 
material has been autoclaved. Now 
instead of tying packs with cord 
and marking with a pencil, the pack 
can be completely sealed, thereby 
remaining sterile on the shelf for 
longer periods. It is much faster 
to prepare and easier to use when 
needed. Surgeon’s gloves, color- 
banded as to size, saves time for 
the glove aide in matching glove 
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sizes and the surgical team can 
more quickly identify sizes required 
in the surgery. 

Catheters and tubes are sterilized 
in lengths of clear tubing so that 
nurses and doctors can quickly se- 
lect the size required for patient 
use. Likewise, a recent develop- 
ment is an individual sized tube and 
envelope of lubricating jelly. Im- 
proved aseptic technic and less 
waste result. Medications may be 
given in graduated marked paper 
or plastic medicine cups. There are 
no glasses to be tediously washed 
and sterilized. The glass drinking 
tube is fast going out of use. It is 
hard to clean and when sterilized 
it is apt to look cloudy, besides 
there is a hazard from broken glass. 
Pre-wrapped flexible plastic or 
paper sippers are more sanitary, 
safe and labor saving. 


Syringe Improvements 

Syringes and needles have pre- 
sented a real problem timewise and 
costwise. Millions of dollars have 
been spent by manufacturers de- 
veloping better and more improved 
syringes and needles, but their care 
and upkeep are still costly. Up to 
the present, none but glass syringes 
have been satisfactory for all uses. 
Glass is breakable and vulner- 
able to careless usage. Metal tips 
did reduce breakage. Today, the 
burning question is should the man- 
ufacturers develop a disposable 
syringe for general hospital use, 
similar to those developed for 
pharmaceutical manufacturers use 
for pre-packaged dosages of anti- 
biotics and a few other medications? 
Such a syringe poses a great many 
problems in general hospital usage. 

First, can such a syringe be de- 
veloped which will be safe and sat- 
isfactory under non-rigid usage 
controls? If so, can cost of produc- 
tion and distribution be kept in 
line? Finally, would it be econom- 
ical for the hospital to maintain 
sufficient inventories on an item 
which would be used in such tre- 
mendous quantities as disposable 
syringes? 

Next, what about disposable 
needles? It costs the hospital a great 
deal to clean and condition hypo- 
dermic needles. Can a disposable 
needle be manufactured with the 
safety features of our present 
luer-lok® needles at a cost the hos- 
pital can afford, to use once and 
dispose of? There are cost studies 
both in favor of and against such 
a needle. 

What changes will be brought 
about by the ultrasonic cleaner. 
This washer may so simplify the 


cleaning and preparation of all in- 
struments, glassware, and utensils 
that we will turn away from dis- 
posable syringes and needles. True, 
the ultrasonic cleaner is a rather 
expensive piece of equipment. But 
regardless of initial costs, science 
and engineering developments in 
other fields are being adapted to 
hospital problem areas. 


New Type Beds 

The patient’s bed is finally caich- 
ing up with other comfort and libor 
saving devices that the patient en- 
joys in our modern homes. The pa- 
tient will soon be able to enjoy a 
comfortable, functional bed, one 
which he can adjust to suit his com- 
fort and liking whenever he wishes, 
without calling a nurse or aide who 
may be very busy doing something 
more vital, but not so to the un- 
comfortable patient who wants to be 
repositioned and cannot help him- 
self. Also, the patient can, if per- 
mitted by his doctor, get in and 
out of that bed, safely and comfor- 
tably. The nurse and doctor can 
work over the patient, with the 
bed positioned at the right height 
for ease in handling the patient. 
Either the patient or the nurse will 
just have to push one of three or 
four little buttons and a little motor 
will do the work. 

These are just a few of the areas 
where manufacturers, nurses and 
purchasing people have worked to- 
gether to bring about savings in 
cost, time, and over-all better pa- 
tient care. May this teamwork never 
cease. 

But, Mr. Administrator, how can 
you know that the initial cost will 
be offset by a savings in time and 
better patient care, and if so what 
will be done with the time saved? 
The hours saved may equal half of 
one person, but who ever heard 
of laying off a half person or even 
a whole one. Will this person’s time 
be more valuable if used else- 
where? 


Job Study 

First, you must have a job study 
made by a dependable person or 
committee. A functioning nursing 
standards committee can ferret out 
a lot of loopholes. The job should 
be evaluated, the product in use and 
the one to be substituted should be 
evaluated, tried and proven. A cost 
study covering all factors should be 
made and written up. Such figures 
are quite revealing. 

If you have a Purchasing Depart- 
ment, utilize it. Your purchasing 
agent can save his or her salary 
many times over through such cost 
and job study analyses. : 
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Pharmacy 


Continued from page 105 


have a prompt effect at onset of treatment, 
100 mgm. of heparin may be given in- 
travenously by syringe and a _ significant 
increase in the coagulation time will be 
evident in 10 to 15 minutes. Engelberg 
experienced no difficulty with hemorrhage 
in his patients even when the level of the 
coagulation time was prolonged to two 
hours. Engelberg's method of administration 
has been effective in our limited experience. 

Dicumarol may be started along with 
heparin and then the latter may be dis- 
continued after the response to dicumarol 
has been adequate as demonstrated by the 
prcthrombin time. 


Cautions and Side Effects: 


in event of hemorrhage arising in the 
course of therapy with heparin, protamine 
sulfate 1% may be given. It will usually 
corirol the bleeding promptly. See section 
on protamine sulfate for directions of ad- 
miristration. 

‘A few individuals may be sensitive to 
heparin and manifest it by asthma, rhinitis, 
lachrymation, urticaria, or even fever. An- 
apiylaxis has been reported. Alopecia of 
the entire scalp or limited to the temples 
may occur in rare instances. Alopecia is 
more likely to follow the use of synthetic 
substitutes. 


LEYARTERENOL BITARTRATE INJECTION 
U.S.P., (Levophed) 


Indications: 


1. Shock—surgical,  postsympathectomy, 
that due to myocardial infarction, traumatic 
and post-hemorrhagic 

2. Overdosage of antihypertensive drugs 

3. Blood pressure maintenance after re- 
moval of pheochromocytoma 


Preparations and Dosage: 


Levarterenol bitartrate injection U.S.P., 
0.1% solution as base (4 cc. vial containing 
4 mgm. of base). Dose is adjusted to the 
requirements as described below. 


Methods: 


A 4 cc. vial containing 4 mgm. levartere- 
nol base is diluted to 1,000 cc. with physio- 
logical salt solution or 5% glucose solution. 
This makes a final concentration of 4 wg. 
per cubic centimeter. Two to 5 cc. are per- 
mitted to run in rapidly and the blood 
pressure response noted. The rate is ad- 
justed to maintain a normal blood pressure 
and ordinarily this will be a rate of 0.5 to 
| cc. per minute. The pressure is checked 
every 15 minutes as long as the solution is 
running. As the general condition of the 
patient improves and he is able to maintain 
his blood pressure, the dose is gradually 
decreased over an eight to 10-hour period 
before discontinuing it. The effect persists 
only about a minute after the infusion stops. 

Polyethylene cannulae are preferred for 
administration and should be extended cen- 
trally up the vein for some distance. The 
sites of administration should be rotated 
every 12 hours if needle is employed. 


Cautions and Side Effects: 


The danger of extravasation with exten- 
sive slough exists with levarterenol. It is 
particularly likely to occur when needles 
are employed in its administration. The 
slough may occur when there has been no 
evidence of extravasation. The polyethylene 
cannulae are the best insurance against 
such incidents. 

The most common side effects during ad- 
ministration are anxiety, headache, and 
consciousness of a slow forcible pounding 
of the heart. 
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There is less likelihood of ventricular 
tachycardia than with epinephrine, though 
the danger is by no means eliminated and 
is particularly dangerous when injecting 
levarterenol during cyclopropane anesthe- 
sia. 
Levarterenol is ineffective or of very little 
value in cardiac arrest, heart block, and in 
allergic conditions. a 





™ A SPECIAL NURSING COURSE, de- 
signed to prepare thousands of per- 
sons to help care for sick and in- 
jured in the event of enemy attack 
or natural disaster, is being offered 
by the American Red Cross and the 
Federal Civil Defense Administra- 
tion. 

The course, a revision of former 
Red Cross training, was developed 
at the request of FCDA. 

At least one member of every 
American family is being urged to 
take the course during the nation- 
wide training program. Those com- 
pleting the course — made up of 
two seven-hour sessions — will be 
called “Nursing Assistants”. Besides 
providing home care during an 
emergency, the trained assistants 
would be available for duty in hos- 
pitals, treatment stations, and other 
care facilities. 

Officials of the two agencies 
pointed out “that the course will 
serve as an invaluable home and 
community resource in any emer- 
gency or disaster. st 


Should Student Nurses Marry? 


Student marriage for nurses has 
found a champion — Mrs. Martha 
Eisele, director of guidance and 
counseling in the department of 
nursing, University of Kansas. She 
told the Committee on Careers of 
the National League for Nursing 
meeting in Chicago: 

“Married students are with us. 
There is absolutely nothing we can 
do about the gradually lowering 
marriage rate among girls, except 
to take advantage of it. 

“Instead of headaches over the 
student rotation marriage brings to 
nursing schools, let’s teach nursing 
students to be both wives and 
mothers. A girl happy in her com- 
plete feminine role can bring new 
viewpoints to the rest of the student 
body.” 





After several hours of fishing, the 
little boy suddenly threw down his 
pole and cried, “I quit.” 

“What’s the matter?” his father 
asked. 

“Nothing,” said the child, “ex- 
cept I can’t seem to get waited on.” 


HOSPITAL PLAQUES 


and signs for every purpose in 
BRONZE and ALUMINUM 


THE OPERATING UNI] 
#! OF THIS HOSPITAL WAS GIVENH 
| IN LOVING MEMORY OF 
JOSEPH BROWN WHITEHEAD. JR 
1950 


SURPRISINGLY LOW COST 
Everlasting beauty. Free design service. 


Hospitals from coast to coast have gotten the 
best for less because of our unsurpassed facili- 
ties and years of nationwide experience. It will 
pay you to look over our new catalog, prepared 
especially for our increasing clientele in the 
hospital field. Why not send for it today...now! 


ener ° Room and Door Plaques 
Directional Signs 
Dedicatory Plaques 
Memorial Plaques 
Building Facade Letters 


Plaques to Stimulate 
2 Fund Raising 


GIBNEY 
“MEMORIAL WING 





“Bronze Tablet Headquarters” 


UNITED STATES BRONZE 
SIGN CO., INC. 
570 Broadway, Dept. HM, N. Y. 12, N. Y. 
Plant at Woodside, L. I. 

















Why Do Most 
LABORATORY WASH 
KITCHENS Use 





BIO-LAB 


Tested Lakeseal 
Quality Product 


FREE 
and 
USEFUL 


Send for booklet, ‘Profes- 
sional Cleansing", and learn 
why BIO-LAB and its 
twin BLO-MACHINE are 
unique in their field : : Lake- 
seal technicians have worked 
out efficient pattern for hos- 
pital and laboratory wash 


room techniques. 


FINGER LAKES 
CHEMICAL CO. 


Etna, New York 











Organization 











For more information, use postcard on page 109 











Purchasing 























DRUGS 


by Kenneth Acker, Ph.G., Ph.C. 


® PRACTICAL DRUG purchasing may 
best be defined by examining the 
Webster’s definition of the word 
“practical” as “skillful” or “experi- 
enced from practice.” 

Drug purchasing under today’s 
conditions in most hospitals is no 
longer a matter of a simple phone 
call to one of the local drug whole- 
sale houses. The pharmacy depart- 
ment in almost all hospitals, large 
or small, has developed into one of 
the most profitable phases of hos- 
pital operation. In some instances, 
the pharmacy is at the head of the 
list profitwise and we all know that 
profit must come from someplace to 
help cover the rapidly rising costs 
of hospital operation. 

The rapid growth of hospital 
pharmacy dates back no longer than 
the past five to ten years and the 
drug purchasing part of hospital 
pharmacy, in most places, has not 
kept step with this rapid growth. In 
the very near future almost all hos- 
pitals will have a pharmacy depart- 
ment. It would be wise to start off 
with somewhere near the proper 
purchasing procedures. Generally 
speaking, hospitals now having a 
pharmacy department employ at 
least one or two pharmacists. This 
figure may range up to 15 or 20 
pharmacists depending upon the size 
of the hospital. 

The hospital pharmacist’s first 
duty is to fill floor and patient needs 
correctly and competently. Many 
hospital pharmacists are involved in 
sterile solution manufacturing 
among various other duties pertain- 
ing to their particular pharmacy. 

Some administrators have a mem- 
ber of the pharmacy staff do the 
drug purchasing even though the 
hospital may have a general pur- 
chasing agent. This may or may not 
be a good idea. There are arguments 
for and against such a situation. I 
do believe that the purchasing 
agent, if your hospital has one, 
should purchase drugs if possible. 
This statement isn’t in any way a 
reflection against your pharmacist 


Mr. Acker is purchasing agent for Henry 
Ford Hospital, Detroit, Michigan. 


Presented at the Tri-State Hospital As- 
sembly, Chicago, April 29, 1957. 
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doing the purchasing as undoubted- 
ly there are many who do. My con- 
tention is that the pharmacist has 
enough to do with his many duties 
without becoming involved with the 
many intricacies of purchasing. 

If your pharmacist runs a clean, 
orderly prescription room and keeps 
his stock at a 30-day supply level, 
that will give the hospital from four 
to eight stock turns a year, and 
under those conditions your phar- 
macist will certainly be making 
money for the hospital. Keeping a 
30-day supply level will also assure 
ample fresh stocks of drugs. This is 
all that most administrators would 
expect from the pharmacy depart- 
ment. 


Buy Direct 


At this point we will turn directly 
to purchasing. All hospitals whether 
large or small, with either a pur- 
chasing agent or a pharmacist doing 
the drug purchasing, should make 
every effort to buy their drug needs 
on a direct basis. By a direct basis, 
I mean from the manufacturer. I 
suppose that some of you are saying 
to yourselves right now, “Oh we 
can’t do that, we are not large 
enough.” In almost all instances, a 
hospital has to be no larger than 10 
beds to qualify for direct purchases. 
Direct purchasing usually repre- 
sents a savings of from 10 percent 
to 50 percent depending upon the 
items purchased and the quantity. 
Most manufacturers have a hospital 
price list and also special hospital 
packaging that is almost certain to 
save you money. 

In making a direct buy, it is con- 
sidered good practice to use the in- 
quiry system, that is, send a letter 
of inquiry regarding your needs for 
either a period of time or as you 
need the items. In drawing up a 
letter of inquiry, list all the items 
you may need from one manufac- 
turer either for a 30-day period or a 
shorter length of time and send one 
copy of the letter direct to the com- 
pany concerned and, also, one copy 
to the local representative of that 
company. 

The reason for sending the repre- 
sentative an inquiry is that often 




















times the salesman is authorized to 
quote lower prices depending upon 
the area he is in and the over-all 
picture in general. This procedure 
also works in reverse as usually the 
company will quote the lower 
prices. Also, send inquiries to the 
local drug wholesale houses. Sur- 
prising as it may seem, they may be 
in a position to quote a lower price 
than the direct source. Many people 
contend that the practice of looking 
for lower prices in the drug field is 
not a good practice. My contention 
is that it can only lead to a sound 
business policy, better relations be- 
tween purchaser and vendor, and in 
many instances a savings to your 
patients. 

If you follow the inquiry system 
faithfully, you will soon be enjoying 
prices never before thought pos- 
sible. This fact becomes possible 
because the various houses quoting 
on your needs will realize that in 
order to receive their fair share of 
your business they will have to 
quote the best price possible. Soon 
the purchasing agent will learn who 
consistently gives the best prices 
and service and then the field can 
be narrowed down as to the number 
of firms quoting. 

The inquiry system also helps in 
emergency purchasing. Emergency 
purchasing is becoming more and 
more of a menace daily in the drug 
field. There probably is more emer- 
gency purchasing in drug buying 
than any other phase of hospital 
procurement. The purchasing pro- 
cedure that we have outlined teach- 
es the buyer his best source. He can 
pick up the phone and call for 
emergency items with almost def- 
inite assurance that he is doing the 
best thing possible under the cir- 
cumstances, 


Pharmacy Committee 


The present conditions of drug 
purchasing are extremely difficult 
because of the tremendous number 
of specialty items and like items on 
the market. A strong pharmacy 
committee is recommended to keep 
duplicate items off the stock shelves 
where possible. The doctors in your 
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hospital will appreciate an intelli- 
gent pharmacy committee and a 
pharmacy department that will tell 
him when he requests a new item 
whether or not the hospital phar- 
macy already has a like item in 
stock. Of course, this helps the pur- 
chasing agent because the less du- 
plication of items the better chance 
he has to procure better prices. 


Drug purchasing does not depend 
entirely upon the purchasing agent. 
A team effort is really needed be- 
tween the pharmacy department, 
the pharmacy committee, the pur- 
chasing agent and the accounting 
department. The pharmacy depart- 
ment must work very closely with 
the person doing the purchasing. 


A ecard system of some sort is 
practically a must in the pharmacy 
stock section. Every item of stock 
used in the pharmacy must be listed 
on individual cards. The card list- 
ing an item must show the absolute 
proper specifications as to item 
name, size of package, and manu- 
facturer. This card should go to the 
purchasing agent for purchase of 
the item listed with the amount 
wanted and the date needed. A du- 
plicate card is kept in the pharmacy 
with duplicate information on it. 
The reason for the duplicate is that 
the duplicate tells the stock depart- 
ment the exact status of the item 
ordered. 


When the item on the stock card 
is ordered by the buyer, he enters 
the information on the card as to 
who he bought the item from and 
the order number. He then sends 
the card back to the pharmacy stock 
department and the man in charge 
of the stock department refiles both 
cards. If an item ordered does not 
come in shortly, the stock man can 
pull the card from the file and call 
the company involved as to the de- 
livery date. 


This card system will tell the 
stock man the status of all items at 
all times. He will be able to tell if 
an item is moving or whether it is 
remaining in stock. If it is remain- 
ing in stock, he can call the depart- 
ment that has requested the item 
and ask if they intend to use it. 
Many times a department will re- 
quest an item that they intend to 
use in good faith and then neglect 
to prescribe it. If the doctor or doc- 
tors do not intend to continue using 
the item, the stock man can clear 
the item from his stock shelf and 
return it for credit. In this way, he 
a the stock moving continuous- 
y. 
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Types of Orders 


At Henry Ford Hospital, we fol- 
low the inquiry system religiously. 
It works very much to our ad- 
vantage at all times. We use two 
types of orders, one called a blanket 
order and the other a spot buy or- 
der. A blanket order is issued to 
various houses, such as Parke Davis, 
Squibb, and Lederle, to give a few 
examples. This order runs for a 
period of three months and con- 
tains all the items we may release 
during that period. 

All releasing against this type of 
order is done by the pharmacy stock 
man thus relieving the purchasing 
agent to a great extent. We find that 
this type of order saves a great deal 
of time, money, and effort. 

The spot buy order concerns only 
those items infrequently used. By 
infrequently I mean requested prob- 
ably only once or twice every 30 to 
60 days. This type of order is han- 
dled by the purchasing agent from 
start to finish. A spot buy order in- 
volves much more work for the 
purchasing agent than a blanket 
order. I recommend that any item 
that can possibly be put on a blan- 
ket order, be so placed at once as a 
great deal of time can be saved and 
time is as valuable to those in pur- 
chasing as anywhere else in a hos- 
pital. i 


Medical Slips that Pass 
in The Records 


= Believe it or not, the following 

statements were not taken from Joe 

Miller’s Joke Book, but from the 

charts in the medical record de- 

partment of a Baptist hospital in 

another state: 

There was an abcess under the liver 
and five children. 

Patient up walking in the halls 
voiding well. 

Patient drinks only occasionally— 
never more than one at a time. 
Patient was brought to the office 
the morning after the accident 
had occurred at his home by his 

parents. 

The age of the patient is somewhat 
unusual. 

Dressing applied to room in good 
condition. 

The pelvic tumor was diagnoses. 

The remaining teeth and gums are 
in good condition. 

He has no menstrual complaints. 

Bowels have been on constipated 
side and she doesn’t hear the 
radio very often. 

Patient has two living sons because 
of previous cesarean section. 

Patient has lots of indigestion, fats, 
greasy foods, cabbage, etc. 


Reprinted from “The Triangle” 
Southern Baptist Hospital, New Or- 
Leans, La. 8 
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Enter the Malcolm T. MacEachern Public 
Relations and Annual Report Contests. 
This year, another contest has been 
added — A Hospital Bulletin Competi- 
tion. See details in the March issue of 
Hospital Management or write for a re- 


Hospital Management 
105 W. Adams Street 
Chicago 3, Illinois 


Deadline for all contests is July 15, 1957. 




















Classified Advertising 


Classified Advertisement Rates 75c per line, minimum charge $1.50. 
Cash with order. Figure all cap lines (maximum two) 33 letters and 
spaces per line; upper and lower case 40 per line. Add two lines for 
box number. Deadline for August issue is June 28. 





POSITIONS OPEN 





ZINSER PERSONNEL SERVICE 
Anne V. my ge 
Suite 1004 — 79 W. Monroe 
Chicago 2, liners 

We have splendid openings for Directors of 
Nurses, Instructors, Supervisors, Dietitians, 
Medical Technicians, Staff Nurses. If you 
are looking for a position, write us. 











POSITIONS OPEN 





Interstate Medical Personnel Bureau 


333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director’ 


CHIEF ACCOUNTANT: 140 bed hospital, 
Ohio; expansion program to 260 beds in 
1958. To $7200. 


ADMINISTRATOR: 185 bed _ hospital, 
Ohio; 100 bed addition under construction. 
$10-$12,000. (b) 75 bed hospital, suburb 
large mid-western city. (c) 40 bed hospital, 
Kansas. (d) R.N. 100 bed hospital, Penn- 
sylvania. (e) Large MN hospital, midwest. 


ASSISTANT ADMINISTRATOR: 400 bed 
hospital, south central university city. $6 
7,500. Progressive institution. (b) 175 
specialized hospital, teaching center, mid- 
or (c) Disabled Veteran. Eastern hospital. 

Status. (d) Children’s Hospital, 100 
oe (e) R.N. 50 bed western hospital. 
$5,000. 


PERSONNEL DIRECTOR: 400 bed teach- 
ing hospital, east. (b) 350 bed ane, 
Kentucky. (c) Credit Manager. 275 bed Ohi 
hospital. (d) Small hospital in West Virginia 
needs Business Manager. 


NURSE EDUCATORS: To $7,500. (b) DI- 
RECTORS, NURSING SERVICE. $6,500. 
CHIEF MEDICAL RECORD LIBRARI- 
AN: East. $6,000. 


TECHNICIANS: X-ray. To $400. Labora- 
tory; Bacteriologists. To $6,500. Physiothera- 
pists. $5,000, 


EXECUTIVE HOUSEKEEPER: 350 bed 
hospital, east. (b) 350 bed hospital, Michi- 
gan. (c) New York State. $350. (d) 175 bed 
New England hospital. 





DIRECTOR OF NURSES—132 bed JCAH 
approved general hospital and school of nurs- 
ing. New school and dormitory facility is in 
planning stage. Hospital was new in 1953, 
Bachelor’s degree required, master’s desira- 
ble. Salary commensurate with degree and 
experience. Excellent personnel policies, social 
security and retirement program. Attractive 
college town of 24,000 population. Apply Ad- 
ministrator, Passavant Memorial Area Hos- 
pital, Jacksonville, Illinois. 





OPERATING ROOM NURSE—Some posi- 
tions available in the system of 10 general 
hospitals of Miners Memorial Hospital Asso 
ciation. Hospitals are one year old, well 
equipped. Supervisory experience required. 
Salary at the rate of $6,420 per annum for a 
40-hour week. Benefits include: 4 weeks paid 
vacation, 7 paid holidays, non-contributory 
hospitalization—health and retirement plans. 
Telephone or write: MINERS MEMORIAL 
HOSPITAL. ASSOCIATION, P.O. Box 61 
—Telephone 494, Williamson, West Virginia. 





ASSISTANT ADMINISTRATOR, female 

-N. In charge nursing service, Nurse Aide 
Program, Drugs & Supplies, relief of Ad 
ministrator. Suggest $400 salary but varying 
with qualifications. Maintenance can be fur- 
nished. Position open June 1, an interview 
desirable. Murphy Memorial Hospital, 1201 
Highland Avenue, Red Oak, Iowa. 
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WANTED, HOSPITAL ADMINISTRA- 
TOR-BUSINESS MANAGER: Major south- 
western city needs combination hospital ad- 
ministrator- business manager for specialty 
hospital. This position has challenge and sat- 
isfaction for the individual interested in such. 
Replies confidential. Box G-2, Hospital Man- 
agement, 105 W. Adams St., Chicago 3, II. 





ADMINISTRATOR or Business Manager 
for small general hospital near Milwaukee 
area. Salary ppen. Only experienced con- 
sidered. Box No. G-4, Hospital Management, 
105 W. Adams St., Chicago 3, 





DIRECTOR OF NURSES—80 bed General 
Hospital fully accredited by_the Joint Com- 
mission on Accreditation of Hospitals. Salary 
open. Excellent Personnel Policies and em- 
ployees benefits. Experience and degree pre- 
ferred. Sidney A. Sumby Memorial Hospital, 
Visger Rd. at Palmerston St., 
18, Mich. 





POSITIONS OPEN 


LIBRARIAN: Medical Record — Registered. 
To assume charge of Record Room 135 bed 
general hospital. 40 hours. Salary open. Con- 
tact Miss G. A. Cooper, Woman’s Hospital, 
Cleveland, Ohio. 





REGISTERED MEDICAL RECORD LI.- 
BRARIAN to head Department in new 
teaching hospital located in Midwest college 
town. 200 beds at present but with facilities 
to expand to cover 400 beds. In reply state 
training, experience, and salary desired. Ad- 
dress: Hospitals, Box 666, University of Mis- 
souri, Columbia, Mo. 





FOR SALE 





River Rouge 





SHAY MEDICAL AGENCY 


55 East Washington Street, Suite 1935 
hicago 2, Illinois 


ADMINISTRATORS AND ASSISTANTS: 
(a). Administrator. West. College training 
preferred plus good experience as assistant 
administrator. (b) Administrator. Southeast. 
50 bed hospital. Resort area. $6,600. 

East. 60 bed hospital near N.Y. City. (d) 
Assistant Superintendent. East. Good hospital 
experience in same administrative capacity. 
To $6,800. (e) Middle West. 300 bed hospital. 
Degree in Hospital Admin., or equivalent in 
exp. $8,000 iabewe. (f) Assistant. Require 
R.N. 100 bed hospital. Near Philadelphia. 


DIRECTOR OF NURSES: (a) East. Large 
59 Affiliated with university. To $10,- 
000. (b) University Hospital, two new build 
ings will be completed soon; about 400 beds. 
To $7,500. (c) Middle West. 125 bed hospital 
in college town. To $7,200. (d) Superintend- 
ent. 50 bed hospital, near Boston. Capabl ble of 
directing hospital in absence of administrator. 
$5,000 minimum. (e) Director of Nursing 
Service. Degree not required. Summer resort 
city in middle west, 200 bed hospital. $6,500. 
(f) Middle W est. 175 bed hospital in city of 
60,000. $7,000-7,500 plus complete mainte- 
nance, (g) South. New, 250 bed hospital; air 
conditioned in city of 75,000. 


PHYSICAL THERAPISTS: (a) West. Su- 
pervise dept. of large hospital; 6 employees. 
$5,400. (b) South. Chief. Organize new dept. 
Excellent opportunity. 300 bed hospital in 
city of 100,000. (c) Staff. California. 300 bed 
hospital; 8 in dept., which is very active. 
$4,800, (d) Middle West. 100 bed hospital. 
Experience treating Cerebral Palsy. $5,400 
plus full maintenance. 


DIETITIANS: (a) Traveling Field Dieti 
tian. 6 eastern and southern states. Prefer 
ADA with at least 3 years experience, $5,400 
ary expenses. (b) Chief. Middle West. 50 
ed hospital. $5,400. (c) Therapeutic. Middle 
West. 125 bed_ hospital in college town. To 
(d) _Consulting Dietitian. Middle 
.. Supervise 3 hospitals within radius of 
60 miles. Good salary plus liberal traveling 
expenses. (e) Chief, Northwest. 100 bed 
hospital in town of 35,000. $6,000. 


NOTE: We can secure for you the position 
you want in the hospital field, in the locality 
you prefer. Write for an application—a post- 
card. will do. All negotiations strictly confi- 
dential. 


CHART CARRIER MOBILE, capacity 45 
charts, stainless steel, Mfg. S. Blickman, 
NEW. $245.00. H. L. Boggess & Sons, 
Liberty, Missouri 





POSITIONS WANTED 





Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ADMINISTRATOR: M.S. Degree, Hospital 
Administration. Age 35. 4 years Manager, 
100 bed hospital, itches 3 years Admin- 
istrator 150 bed Pennsylvania hospital. 


ASSISTANT ADMINISTRATOR: 33 jrs. 
B.S. Degree, University of Pittsburgh. 
Major: Commerce. M.H.A. Degree, 1954. 2 
years Administrator, 100 bed Ohio hospital. 


BUSINESS MANAGER: Outstanding rec- 
ord as controller. Last position, 220 bed mid- 
western hospital, 10 years. 


BUSINESS aARAOee: Or_ Purchasing 
Agent: B.B.A., M.S. Degree, Hospital Ad 
ministration. Residency, 270 bed New York 
hospital. Accounting experience; past 3 years 
Assistant Administrator, eastern hospital. 


CHIEF PHARMACIST: 4 years Chief of 
Pharmacy, mid-west. Southern or mountain 
area preferred, 


EXECUTIVE HOUSEKEEPER: Training 
in large mid-western hospital. 7 years experi 
ence, large residence club; past 5 years 
housekeeper, 200 bed hospital. 





NURSE ANESTHETIST to free lance or 
percentage basis. Write Box No. G-3, Hos- 
pital Management, 105 W. Adams St., Chi- 
cago 3, Ill. 








Use the 
Classified 
Advertising 
Columns 

For Quick Results 


If you are looking for a job, an 
employee, or equipment, just tell the 
hospital world about it in the Clas- 
sified Columns of HOSPITAL MAN- 
AGEMENT. It's inexpensive — only 








75c per line, minimum charge $1.50. 
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s A REMINDER FROM R. G., Schrei- 
ber, Ottumwa Hospital, Ottumwa, 
Iowa: 

“One of the wheel holders on one 
of our anesthesia machines devel- 
oped a crack. The machine was sent 
down to the maintenance office in- 
tact from surgery, complete with a 
tank of cyclopropane and the rest 
of the gases. Blow-torch, cigarettes 
lit, etc., in the maintenance depart- 
ment. It was caught in time, but... 

“Rule: All gases are removed 
from the machine in surgery by the 
anesthetist before the machine is 
transported to a repair department.” 
Reprinted from the Hospital Safety 
Service Newsletter. a 


Ether Cans and Surgical Wastes 


s THE SAFE DISPOSAL of empty ether 
cans and surgical wastes and dress- 
ings requires careful attention. The 
presumably empty can may still 
contain sufficient ether fumes to 
cause a minor explosion upon igni- 
tion, as has been demonstrated by 
the Bureau of Mines. 

Surgical wastes and dressings may 
provide a source for a good flash 
fire, which may be aggravated by 
presence of only a small quantity 
of highly combustible or flammable 
liquid or fumes. 

We therefore recommend that 
empty ether cans be flushed with 
water before being discarded. In ad- 
dition, the flushed ether cans should 
be placed in a can with self-closing 
lid. The can should be suitably la- 
beled to assure it is used for this 
purpose only and that careful atten- 
tion is given to the manner of final 
disposition of its contents. 

The manner of final disposition 
may create a hazard due to the pos- 
sibility of flash fire or explosion, 
particularly if such materials are 
carelessly or unknowingly dumped 
with other trash into a furnace or 
incinerator. 

Reprinted from the Safety-Script of 
the Mississippi Hospital Associa- 
tion. « 


Patient Smoking 


® THE DANGER OF FIRE from patient’s 
smoking is ever present in hospi- 
tals, but it is best to recognize that 
they will smoke and to provide fa- 
cilities for them to do so safely. 
Because it is so necessary that they 
do not smoke when they are receiv- 
ing oxygen or when those near them 
are, it is better that they be allowed 
to smoke whenever it will not be 
of any danger to themselves or to 
others, 

One large hospital enlists the aid 
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of nurses in controlling the hazards 
of patient’s smoking of posting on 
the bulletin board at nurses’ station 
notices which make the following 
points: 

“Your patients are never entirely 

safe when they smoke in bed. 

Since many of them do not rea- 

lize the hazards, be sure to re- 

mind them frequently: 

1. Not to smoke in the dark. 

2. That the risk from the smok- 
ing will be much less if they 
smoke only when they are 
sitting up or when they have 
visitors. 

. Not to smoke when they are 
being given drugs or treat- 
ments which make smoking 
unsafe. 

. Not to smoke when they are 
receiving oxygen therapy. 
Since experience has shown 
that most fatal accidents have 
resulted from disregard of the 
smoking prohibition, request 
your patients, as gently as 
possible, to surrender their 
smoking materials until at 
least 15 minutes after the 
therapy treatment has ended.” 

Reprinted from the Safety-Script of 
the Mississippi Hospital Associa- 
tion. 2 


If you are planning to build or mod- 
ernize, be sure that provision is made 
to overcome the danger of electric 
power failure caused by storms, ac- 
ident: disasters. Find out, now, 
how hospitals everywhere are filling 
the vital need for assured, continuous 
electric power, with .. . 


[gorotigns 





EMERGENCY POWER 


With a Katolight Emergency Power 
Plant you have sound assurance that 
all vital electrical equipment in your 
hospital ti to operate with- 
out interruption despite normal power 
failure. 





KATOLIGHT STANDBY POWER PLANTS are 
available in sizes up to 75 KW... up te 400 
KW on request. 





WRITE TODAY FOR DETAILS! 














KATOLIGHT CORPORATION 


Box 891-86 Mankato, Minnesota 





pw-YOU CAN CUT 
FLOOR MOPPING 





CcosTs: 


Mop Wringers 
Save Mopping Time 
(and Mops, Too!) 


Powerful, controlled squeezing action, 
provided by interlocking gears, wrings 
mops really dry—without tearing or twist- 
ing. Fast, splash-free operation speeds 
mopping and reduces costly labor. 


Highest quality materials and construction 
assure long, trouble-free service. Exclusive 
electroplated finish gives Geerpres 
wringers maximum corrosion resistance. 
Buckets either galvanized or stainless steel. 
Ball-bearing, rubber casters for easy 
moving . . . do away with lifting and 
splashing. 


Write now for catalog listing all types 


“FLOOR-PRINCE” 
Mopping Outfit 
for mops up to 24 oz. 


and sizes, accessories, hints for more 
efficient mopping. 


GEERPRES WRINGER, inc. 


P.O. BOX 658 


MUSKEGON, MICHIGAN 














PHOTOROBNTORN UNITS / Ser Bete crac 








4 times the detail... 
1A the radiation 


wes the superior mirror- 
optics of the Fairchild-Odelca 
camera, General Electric photo- 
roentgen units now provide better 
films faster. Resolution is increased 
300%. Patient-motion blurring is 
sharply curtailed because exposure 
times are cut 75% to 80%. And 


this greater speed means that your 
patients receive 75% less radiation. 
Your G-E x-ray representative can 
give you full data on this complete 
line (see box at right). Contact him, 
or write X-ray Department, General 
Electric Company, Milwaukee 1, 
Wisconsin, for Pub. K-71. 


FI) 
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Whatever your patient load 
or preference — there’s a G-E 
unit that’s right for you 


@ Choice of cameras: 
“in-line” (for conventional chest 
work) or “angle-hood” (for both 
horizontal and vertical P-R examina- 
tions). 


@ Three photoroentgen units: 
duplex 70 mm in-line, single 70 
mm in-line and duplex two-position 
70 mm angle-hood. 


@ Three film-handling devices: 
70 mm automatic cassette, 70 mm 
hand-operated cassette and 70 mm 
cut-film cassette, 


@ Also available: 
a complete line of P-R units using 
conventional optical systems. 
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Progress /s Our Most Important Product 


GENERAL @@ ELECTRIC 


For more information, use postcard on page 109 
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Product News and Literature 





- Electric Bake Oven 


™ SCIENTIFICALLY DESIGNED to bake deep frozen, raw fruit pies, all types of frozen pot pies, that 
can be taken directly from freezer without thawing. Bakes in the same length of time as if they 
were freshly prepared. 


Single-Action Multiple Height Hospital Bed 


™ THE HEIGHT adjustment of the bed is counter-balanced making raising, with patient in bed, vir- 
tually as easy as lowering bed. A new type permanent counter-balanced spring mechanism reduces 
the necessary number of turns to twenty-seven, averaging less than twenty seconds to raise the 
entire bed from home to hospital bed height. The ease of adjustment makes frequent changes prac- 
tical. 


Salt Package Shakes and Pours 


™ A STANDARD SALT package incorporating a new shaking feature, as well as the standard pouring 
spout, has been developed. The package is designed for use at the range top where its shaking fea- 
ture has wide application through all phases of cooking. The construction contains a rugged package 
top at a low cost built to withstand rugged wear for more than six weeks. The plastic is so for- 
mulated that neither heat nor moisture can combine to cause clogging or other difficulties common 
to the ordinary metal, glass or plastic shaker. 


Color-Coded Culture Tubes 


® THE TUBES BEAR a one-half inch square of permanent color. The color marking practically 
eliminates the need for labeling, as individual distinctions are made at a glance. The tubes also 
have a sandblasted marking spot. 


Infusion Arm Aid Immobilizer 


™ NEW NYLON INFUSION arm-aid holds patient’s arm firmly in position, allowing free flow of fluid. 
A hand grip and rubber tubing help patient to expand the vein to start flow of blood. Infusion 
arm-aid is made of one piece moulded nylon to withstand autoclaving and is highly break-resistant. 
Two plastic straps, at wrist and above elbow, hold arm-aid in place. Slots in base of arm-aid per- 
mit strapping to bed spring or operating table. 














Electronic Copying Equipment 


™ AN ELECTRONIC METHOD of cutting stencils for mimeograph dupli- 
cation and for making paper type plates for offset reproduction. 
This process, a photo-electric scanning system which transmits 
graphic material from the original to a special vinyl plastic mas- 
ter, takes only six minutes for an 814’’x14” area. These masters 
are then used on standard mimeograph or offset machines for the 
low cost duplication of office forms, typed copy, news clippings, 
original layouts. 


Utensil Washer 


™ UNIFORMLY CLEANER pots and pans with greatly reduced bacteria 
count are now possible in kitchens where the utensil washer has 
been installed. Laboratory tests have shown a bacteria count of 
320 per plate on hand-washed utensils as compared with only 22 
on pots washed with this machine. The washer can be operated 
fully automatic or on manual control when desired. The automatic 
control panel is at fingertip level within easy reach of the operator. 
High velocity, high pressure jets of hot water from revolving spray 
manifolds reach every part of all utensils. 


Tri-Carb Spectrometer 


™ INDUSTRIAL APPLICATION of radioisotopes by low level counting 
of soft beta now a simple procedure in tracer research, ground 
water studies and large scale tagging of materials. For practical 
tracer research studies and labeling of consumer products. Price is 
now a practical consideration. 


Lemonade Granules 


™ LEMONADE WITH HIGH nutritional value for use in hospitals and 
institutions. The granules for lemonade contain pure dehydrated 
juice with Vitamin C and eggwhite added. Each eight-oz. serving, 
when prepared as directed, contains no less than 33 milligrams of 
Vitamin C plus eggwhite for protein, and can be mass-produced in 
minutes at a cost of less than two cents a serving. Minimum stor- 
age space is required for the granules, and no refrigeration is 
needed. 


Cement Bond 


™ THE HOLDING strength of a new cement bond is shown by these 
concrete blocks. A thin layer of the cement bond brushed on the 
block surfaces holds them together. Total weight of the three lower 
blocks is 135 pounds. The surface is cleaned and dampened and the 
cement bond is brushed on. After a half hour, or overnight wait, 
the new mix is troweled in. Patches withstand heavy traffc just 
as well as surrounding concrete. Fracture tests leave the bond un- 
disturbed. 
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711 — Newborn Infant Warmer 
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™ CONSTRUCTED OF one formed piece of 14” plexiglass. Elliptical shape is ideal for heat convection. 
No electric light bulbs. Heat is provided by a removable, flat resistance element covered with in- 
sulating fibreglass. Simple to operate. Plug it into normal receptacle. Dimensions, 184” long, 134%” 
wide, 9’ high, is made to fit into the smallest standard bassinet and still allow ample room for the 
infant. Clear plexiglass provides full visibility of the baby from any angle. Easy to clean. 


Power Generating Equipment 


® IT FEATURES close voltage regulation and in most cases is capable of filling the needs of applica- 
tions now served by externally-regulated units. Voltage droop and terminal voltage can be ad- 
justed on the new generator to meet the needs of special installations. After adjustment, the con- 
trols are locked and no further adjustments are required. The new electric set’s compact size and 
ease of connection help to simplify installation. No elaborate switchboards or external controls are 
required. It is easily paralleled with other generators. Sufficient electrical capacity has been built 
into the new generator to give it the ability to handle the surge of heavy loads without affecting 
existing loads. 


Treatment Tables 


™ THE LEGS are made of hardwood and finished in natural blonde. The top of the table is uphol- 
stered with vinyl leatherette and is available in five brilliant colors. A double layer of cotton felt 
is used for padding. The headrest is fully adjustable to 45 degrees and is held in place with a posi- 
tive locking device. The table measures 24” x 72” x 30” high. It is available with no-sag spring con- 
struction for extra comfort or without springs for diathermy and short wave use. 


Electro-Static Air Filter 


® FRAMES OF THE air filters are of non-rusting .032 lifetime aluminum. The grilles of .025 expanded 
aluminum are installed in a way which prevents their ever loosening. One of the most important 


features is the filter pack made of a thermo-plastic material. Use of this material provides an ex- 
ceptionally high electrostatic attraction which filters out and holds dust, dirt and pollens. This 
plastic is woven so that every filter pack is exactly the same. Every point on the filter has equal 
and maximum filtering power. Thermo-plastic filter pack will not rot or deteriorate, being imper- 
vious to acids, liquids, gases and chemicals. The electrostatic charge is permanent. All that is 
necessary to keep the filter working at top efficiency is periodic washing. 


Letter Opener 


® THIS REVOLUTIONARY letter opener is five times faster than old fashioned envelope slitting. Its 
unique design permits one hand operation. The envelope is inserted, the top plate is depressed, 
and the envelope is opened in a single continuous motion. The cutting edges are self-sharpening 
and there are no parts to get out of order. A receptacle at the bottom collects the cuttings. 











Ophthalmic Surgical Light 


™ DESIGNED TO “trap” all distracting side glare when the surgical 
light is brought down in close proximity to the surgeon, this spe- 
cially constructed lamp has a particular application to large-area 
eye surgery. The unique cover glass is cross-hatched with a grill of 
¥%4/’ louvers which are actually imbedded in the glass itself. These 
louvers effectively control horizontal light spillage, causing virtual- 
ly all of the beams to be directed straight downward to the field. 


Mobile Food Server 


™ DRAWER CONSTRUCTION provides for circulation of air around 
all six sides thereby assuring proper temperature throughout. 
Thermostat control and bakelite handles are recessed to provide 
a sleek, non-protruding surface. The thermostat can be set up to 
250°. Humidity controls can be set from “moist”, %4, 14, 34, to 
“crisp”. There is an individual control for each drawer which al- 
lows storage of various types of food requiring different degrees 
of moisture. When the humidity control is set as “moist” the 
drawer is sealed and moisture is retained within it. 


Electric Gastro-Evacuator 


™ GASTRO-EVACUATOR provides correct, accurate aspiration; runs 
automatically and silently on the vibrator principle without a 
motor. A continuous gentle suction at a constant level at pre- 
determined degree of vacuum is given (vacuum adjustable from 
0 to 200 mm mercury with 1% accuracy). Pump adjusts itself to 
proper suction level. When collection bottles fill, red pilot light 
glows and micro-switch turns off pump. Green light shows pump 
is operating. Nothing to oil, overheat or wear out — there are no 
moving parts, 


Electric Vibrating Pen 


® THIS MARKING INSTRUMENT produces a short, powerful and con- 
tinuous arc by means of a magnetic vibrating system; its action is 
claimed to etch the hardest tempered steel, monel, brass, copper, 
etc. The pen point can be resharpened with a smooth file. 


Storage System 


™ THIS SYSTEM helps solve various storage problems in installing 
or maintaining hot water supply in commercial applications. It con- 
sists of a 115 gal. aluminum alloy tank, mounted on a base that is 
244” high, and enclosed with heavy insulation within a steel jacket 
that has a baked enamel finish. It has tappings located for handy 
connections in vertical installations, and can be factory or field 
equipped with two-temperature kit so both 140 and 180-degree 
water can be simultaneously withdrawn. 


Pedal Operated Linen Hamper 


® WITH THIS NEW linen hamper it is quick and easy to cover up 
unsightly linen. To operate, simply step on the toe pedal which 
automatically raises the hamper cover. When the toe pedal is re- 
leased the cover falls back into closed position. The hamper is 
made of heavy, lustrous chrome-plated steel tubing. It is mounted 
on three easy roll casters. Open-sided for convenient removal of 
bag when filled, all mechanic joints for noise and wear free fibre 
bearings. 
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Management Aids 





Wholesale Catalog 


® CONTAINING MORE than 180 pages in full color, this catalog, published by 
Clark Wholesale Company, offers hundreds of nationally advertised items at 
discounts ranging from 25 to 60 percent. Included is such merchandise as toys, 
power tools, furniture, sporting goods, appliances, jewelry, silverware, gift- 
ware, luggage, photographic equipment, linens and a do-it-yourself section. 





Pharmaceutical Flavor Guide 


™ A COMPREHENSIVE, easy-to-use, 52-page reference manual for the manufacturers of ethical and 
proprietary medicines is available from Fritzsche Brothers, Inc. Based upon the firm’s many years 
of experience in catering to the complex flavoring problems of the drug manufacturer, the book- 
let is interestingly illustrated with old medical prints obtained from the archives of the New York 
Public Library. It embraces approximately 40 pharmaceutical groupings. Accompanying each are 
selected flavoring recommendations, all of which have been fully tested and proven adaptable to 
the type of medicinal product indicated. 





Dressing Catalog 


™ THE NEW 1957 Hospital Dressings catalog, released by Bauer & Black is the only annual hospital 

catalog published in the United States. The catalog gives complete information on conformance 

with the U.S.P. Federal specifications, and the U.S. Simplified Practice of Surgical Dressings R133, 

including an illustration of the product, one paragraph of concise, informative copy; various uses, 

sizes, packaging, and order units. Over 56 surgical dressings are clearly illustrated in this 20 page 
=~ catalog. 





Respirators and Respiration 


® A BOOKLET entitled “Respiration and Respirators” has been prepared under the supervision of 
Conitech, Ltd., by a staff physiologist. The fifteen-page brochure contains descriptive informa- 
tion, sketches, charts and diagrams which explain normal respiration and illustrates the action 
of various types of artificial respirators. One such chart compares pressure volumes of long-term 
poliomyelitis with respiratory involvements using different artificial respirators. 





Better Dishwashing 


® THIS TWO-COLOR booklet from Calgon, Inc. discusses in detail machine and hand-washing of china, 
plasticware, glassware and pots and pans. Providing valuable tips for the institutional food service 
industry, the booklet contains information on the company’s dishwashing products, and also reviews 
the firm’s controls and equipment. 


Floor Maintenance Control 


™ A FLOOR MAINTENANCE guide chart is featured in a four-page brochure released by U.S. Sanitary 
Specialties Corporation. Four stages— preparation, treatment, finish and maintenance—comprise 
the complete program, and under each are listed specific product recommendations for each type 
of floor. 


‘The Punched Tape Story” 


™ A COLORFUL 24-page booklet from the Friden Calculating Machine Co. gives a quick and complete 
interpretation of the automatic writing machine in simplified cartoon-type illustrations. The book- 
let shows, in simple pictorial fashion, how common language punched paper tape can be created 
by the machine for integrating other business equipment or used to actuate the same or other ma- 
chines to produce documents, completely automatically, at 100 words per minute. 
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Consultant’s Notebook 


by E. M. Bluestone, M.D. 


There ought to be a law com- 
pelling hospitals to see a clinical 
problem through to a finish which 
they had once begun, except in 
those cases where better facilities 
for the patient may be available 
elsewhere. 

e 








The hospital which has a peren- 
nial compulsion to balance its budg- 
et by adjusting expenditure to in- 
come rather than the other way 
round, must give up all hope for a 
position of leadership in the field of 
medical care. 

= 








AIRCOUSTAT- makes 


your air conditioning obey! 


A noisy air-conditioning or ventilating system can be dis- 
tracting in wards, operating rooms, laboratories, etc. You 
can silence air-handling duct noises at low cost with 


ArrcousTAT* sound traps. . 
than other, less-effective sound treatments. . 


. Cost as much as 50% less 


. Suppress 


duct noises over the entire audio frequency range... And 
they’re quick and easy to install—with minimum interrup- 


tion to routine. 


ArrcoustTarT silences either an entire system or certain 
selected outlets, to improve patient, employee and public 
relations. For more details, write to Koprpers Company, 
Inc., Industrial Sound Control Dept., 7907 Scott Street, 


Baltimore 3, Maryland. 


*Koppers Trademark 


INDUSTRIAL 
§ SOUND CONTROL 


Engineered Products Sold with Service 





For more information, use postcard on page 109 


Reminder: You do not need to 
know Latin in order to administer 
medication. 

® 

To him who fears “state medi- 
cine”: The best way to preserve the 
voluntary principle in hospitals is 
by feeding them more and more 
philanthropic money. 

« 

The five historic stages of pro- 
longed illness: 

He is a “custodial” case 

He is a “chronic” patient 

He is a “long-term” patient 

He has a prolonged illness 

He is sick! 

® 

Needless adjectives: 

“Practical” nurse 

“Group” medicine 

Questions: 

Did you ever hear of a nurse who 
isn’t “practical”? 

Did you ever hear of scientific 
medicine that isn’t “group” medi- 
cine? 

* 

The soul of any hospital trustee 
who has failed to remember his 
hospital generously in his will, 
should be intercepted if it is on its 
way to heaven! 

& 

Medical neglect or hospital neg- 
lect of a patient suffering from pro- 
longed illness is a subtle form of 
euthanasia of which neither should 
be guilty. 

8 

The intern must not be limited to 
technical, mechanical procedures 
day in and day out for short-stay 
patients; he must be led by the 
hand through the wilderness of such 
challenging phenomena as _pro- 
longed illness, by well-trained 
guides who can help him to study 
the whole patient completely, con- 
tinuously and comprehensively. 

@ 

Occupational therapy is the old- 
est known method of treatment for 
the woes of mankind. Civilization 
may indeed be defined to some ex- 
tent as the ability of mankind to 
adjust itself to its handicaps by the 
successful application of the various 
modalities of occupational therapy 
and its related specialties. 

6 

The most popular physician — 
the highly chosen one — is not 
necessarily the most capable, pro- 
fessionally speaking. Good sales- 
manship and the technique of the 
market-place are still required 


where the fee-for-service prevails. 
* 
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